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Blakeslee, G. A.: Eye Manifestations in Fracture of 
the Skull. Arch. Ophth., 1929, ii, 566. 


Six hundred and ten cases of skull fracture were 
reviewed with regard to eye signs. Eye signs oc- 
curred in 78 per cent. The cases with eye signs had 
a poorer prognosis than those without such signs. 

The eye signs included hemorrhage in the lids and 
conjunctiva; paralysis of the extrinsic eye muscles, 
including ptosis; nystagmus; pupillary phenomena; 
scotomata; and fundus changes. Nystagmus was 
infrequent and usually temporary. Fixation of the 
pupils, either dilated or contracted, was an ominous 
‘sign. Unilateral dilatation and fixation of the pupil 
always occurred with epidural hemorrhage on the 
same side and with subdural hemorrhage. Scoto- 
mata and fundus lesions were infrequent. Of the 
fundus lesions, papillitis and haemorrhage near the 
macula were the most common. Choked disk was 
very rare. SAMUEL A. Durr, M.D. 


McHenry, D. D.: Practical Points in the Treat- 
ment of Trachoma. J. Am. M. Ass., 1929, xciii, 
1291. 


In the treatment used by the author in acute 
cases of trachoma the follicles are rubbed off with 
the finger covered with gauze saturated with either 
boric acid powder or copper sulphate in glycerin 
(2 to § per cent). Copper sulphate (2 to 5 per 
cent) or silver nitrate (1 per cent) isthen applied daily 
or two or three times a week and the patient is in- 
structed to use a 1:5,000 or 1:3,000 solution of mer- 
curic oxycyanide two or three times daily at home. 

In chronic cases, canthoplasty is often found 
necessary. Grattage, expression, brossage, and 
tarsectomy are done as indicated. The author 
describes the technique of each of these procedures. 
He regards expression of the follicles in the caruncle 
as of extreme importance. To accomplish this, he 
seizes the caruncle with an iris forceps inserted 
through one ring of a Prince forceps. In this way 
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the caruncle can be pulled up and held firmly during 
expression with the ring forceps. 

After the treatment, even patients free from symp- 
toms are re-examined at regular intervals for a year 
or two. 

McHenry states that, by the methods described, - 
99 per cent of cases can be cured. 

SAMUEL A. Durr, M.D. 


Holloway, T. B., and Fry, W. E.: Asteroid Hyalitis: 
Report of a Case, with Microchemical and 
Histological Observations. Arch. Ophth., 1929, 
St. 

A man sixty-nine years of age presented acute 
glaucoma and asteroid hyalitis of the right eye. 
Trephination was performed. Eighteen days later 
the patient died of pneumonia. 

Pathological examination of the eye one hour after 
death showed the ordinary changes of glaucoma and 
a homogeneous non-cellular exudate beneath the 
choroid on both sides. The vitreous was clear except 
for white spheres which measured from 0.01 to 0.08 
mm. in diameter. These spheres were most numer- 
ous in the central, lower, and posterior parts of the 
vitreous and were arranged roughly in vertical col-. 
umns. They contained a carbonate, calcium, a 
stearate or a palmitate or both, and probably lipoids 
in combination. SAMUEL A. Durr, M.D. 


Gradle, H. S., and Meyer, S. J.: The Blind Spot. 
Am. J. Ophth., 1929, xii, 892. 

The description of the first method of examining 
the blind spot was published by Mariotte in 1668. 
Since then, many others have demonstrated the im- 
portance of the study of this spot. Graefe reported 
enlargement of the blind spot in amblyopic affections. 
Coccius and Bjerrum investigated its relation to 
glaucoma; Cantonnet, its relation to the degree of 
myopia; and van der Hoeve, its relation to posterior 
ethmoiditis. Donders proved that the blind spot 
corresponds to the entrance of the optic nerve into 
the eyeball. 
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The vascular and avascular portions of the optic 
nerve, which lie free in the orbit, are involved 
primarily in purulent inflammation of the orbit and 
secondarily by disease elsewhere in the nerve. In the 
authors’ opinion, the portion in the canal is subject 
to disease from the sinuses not because of its relation 
to the sinuses, but because of the relationship of the 
soft tissues in and about the canal. 

The authors discuss the pathological significance 
of the blind spot, the indications for its examination, 
its size and location, and the methods of measuring 
it. Vircit Wescott, M.D. 


Coverdale, H. V.: The Cause and Results of Ob- 
struction of the Central Artery of the Retina; 
A Study of Eleven Cases. Bril. J. Ophth., 1929, 
xiii, 529. 

Coverdale reviews the literature and reports eleven 
cases of obstruction of the central retinal artery. 

The majority of the cases are considered to be due 
to embolism, but, especially in older persons, the 
cause may be endarteritis and thrombosis. Emboli 
do not lead to early thrombosis and may pass farther 
along a vessel after a time, either with or without 
permanent retinal damage. 

The reduction of the size of the affected arteries 
is due to interference with the blood supply of the 
arterial wall resulting in degeneration or to accom- 
modation of the arterial wall to the reduction in the 
blood column. Retinal pallor is caused by oedema 
lasting for from one to two weeks and followed by 
necrosis. 

In complete obstruction, the visual field is main- 
tained only around the nerve head. Central scoto- 
mata occur very early on account of macular 
anemia. 

The macular region is the most vulnerable, but if 
the duration of the obstruction is short or there is 
normal circulation nearby, some central vision may 
return. 

Spasm of the artery may be primary or secondary 
to disease of the arterial walls. 

SaMuEL A, Durr, M.D. 


Benedict, W. L.: Retinoblastoma in Homologous 
Eyes of Identical Twins. Arch. Ophth., 1929, ii, 
545- 


The occurrence of neuroblastoma in homologous 
eyes of twins has not been reported previously so far 
as the author could learn by a search of the litera- 
ture. In 1922, twin girls were brought to the Mayo 
Clinic, one of whom had a neuroblastoma in the left 
eye and the other a similar tumor in both eyes. 
There were several reasons for considering these girls 
identical or enzygotic twins. The occurrence of the 
neuroblastomata in a similar situation in the left 
eyes lends support to the theory that these tumors 
develop from fetal rests that probably go back to the 
single ovum from which such twins develop. 

In the case of one child the left globe was removed 
together with as much of the optic nerve as could be 
obtained. Death occurred a year later. 


In the case of the other child the left eye was enu- 
cleated and radium was used on the right eye until 
it could be determined whether the growth was ex- 
tending toward the disk. The operation was per- 
formed on the same day as that on the twin sister. 
The optic nerve, which was removed with the globe, 
appeared to be normal. Subsequently the child 
entered the public school and kept near the head of 
her class until vision began to fail five years later 
because of the development of a posterior cortical 
cataract. Six years after the operation the anterior 
part of the lens was clear, but on the posterior cap- 
sule there was a dense layer of granular substance 
which was more dense at the center. The large ves- 
sels of the fundus could be seen, but the details of . 
the disk were obscured. In the inferior temporal 
quadrant there was an irregular area, 2 by 3 disk 
diameters, which gave a white reflex. This area was 
not elevated and, although not clearly focused, was 
apparently on the same level as the fundus. No 
large vessels were seen in that region, and no other 
lesions were present. Transillumination was then 
good. The tumor had been destroyed by the radium. 
The increasing cloudiness of the lens was character- 
istic of complicated cataract seen in eyes with exten- 
sive’choroidal destruction and probably was not due 
to the direct action of the radium. 
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Martin, C. L.: Roentgenological Studies of the 
Mastoid in Infants. Am. J. Rocnlgenol., 1929, 
xxil, 431. 


The author believes that in suspected mastoiditis 
in infants, roentgen examination is of value. He 
states that after the age of six months a cavity 
having the shape of the mastoid can be demonstrated 
below the tegmen tympani and behind the external 
auditory meatus. This cavity varies in size, and by 
the ninth month may measure 34 in. in diameter 
and show definite cell structure, although such 
excessive development is unusual. Diploétic mas- 
toids are probably diploétic from the beginning, 
whereas cellular mastoids begin as single large 
cavities which slowly increase in size and usually 
first show a cellular structure between the ninth and 
nineteenth months. 

The presence of pathological conditions in the 
mastoid can usually be detected in good roentgeno- 
grams after the age of six months, but double infec- 
tions often make the interpretation of the roentgen 
findings difficult. 

Martin employs the Law technique, using a casette 
placed flat on the table and roentgenographing both 
mastoids on the same film. The baby’s cheek is placed 
flat against the casette, the tube is tilted 15 degrees 
toward the feet, and a long slender cone is employed. 
The baby is held firmly by three assistants and one- 
eighth second exposures are made with a 3-in. par- 
allel gap and 80 ma. passing through the tube during 
an expiratory cry. 

Manrorp R. WAttTz, M.D. 


SURGERY OF THE HEAD AND NECK 


NOSE AND SINUSES 


Figi, F. A.: Stenosis of the Nasopharynx. 
Otolaryngol., 1929, x, 480. 

Cicatricial stenosis of the nasopharynx is rare. In 
the past, the condition has been difficult to treat, as 
evidenced by the great variety of procedures advo- 
cated for its relief. Many of the proposed operations 
are of little practical value. A few, when properly 
carried out, will restore the nasopharyngeal lumen 
satisfactorily. Most of the reports in the literature 
give little clinical information, especially as regards 
end-results. 

Eighteen cases of nasopharyngeal stenosis have 
been observed in the Mayo Clinic. The causes in 
these cases and the number of cases in each etiologi- 
cal group were as follows: tonsillectomy and ade- 
noidectomy, four; tonsillectomy alone, two; heredi- 
tary syphilis, three; acquired syphilis, two; an inde- 
terminate inflammatory process, two; rhinoscleroma, 
two; diphtheria, one; caustic (sulphuric acid), one; 
and a congenital abnormality, one. 

The symptoms of nasopharyngeal stenosis depend 
on the degree of obstruction. Often the patient ac- 
commodates himself to breathing through a very 
small opening and may present practically no symp- 
toms, even in the presence of marked contraction. 
With complete or almost complete atresia, the 
symptoms are primarily those of nasal obstruction. 
The lack of ventilation in the nose, together with 
blocked drainage, produces changes in the nasal 
mucous membrane which may be followed by in- 
fection of the accessory sinuses or deafness. The 
sense of smell is interfered with, and if the condition 
comes on early in life, developmental changes in the 
facies and the contour of the nasopharynx, and 
possibly of the nasal fossa, may result. The voice 
loses its normal resonance, and irritation of the 
pharynx and lower respiratory passages may be 
caused by the continuous breathing through the 
mouth. 

The most obvious method of treatment, and with- 
out doubt the one resorted to most commonly in the 
past, is incision of the cicatricial diaphragm and sub- 
sequent dilatation. Yet, almost invariably, this 
procedure fails. ‘The opening made usually contracts 
to such a marked extent that it becomes useless for 
respiration when the dilatation is stopped and often 
when it is continued. However, in cases of congenital 
stenosis, this method of treatment has proved en- 
tirely successful. Incision with subsequent cauteri- 
zation of the raw surfaces with the galvanic cautery 
or some type of chemical cautery is not a rational 
procedure. After reéstablishment of the communi- 
cation between the oral pharynx and nasopharynx, 
the wearing of a prosthetic appliance held in place by 
dental bands has been tried. Isaacs reported a case 
so treated, but did not mention the end-result. In 
the Mayo Clinic such an appliance was used in one 
case to hold a skin graft in place after the scarred at- 
tachment of the soft palate had been dissected from 
the posterior pharyngeal wall. The graft did not 
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take, and the stenosis recurred. Diathermy has been 
used in the treatment of nasopharyngeal stenosis 
with some success, probably due to the fact that the 
scar following surgical diathermy is often less dense 
and has less tendency to contract than the scar fol- 
lowing most cutting operations or inflammatory con- 
ditions. This has been noted in the treatment for 
keloids about the neck. 

In some of the numerous plastic operations which 
have been devised for the relief of nasopharyngeal 
stenosis, flaps of mucous membrane from the adja- 
cent cheeks, soft palate, and pharyngeal wall are 
utilized. In others, large skin flaps are introduced 
through a pharyngotomy opening. Curtis reported 
a case of dense cicatricial stricture of the pharynx 
due to syphilis which was treated satisfactorily by 
the introduction of a skin flap through a suprahy- 
oid pharyngotomy opening. Mackenty recently de- 
scribed an operation for the relief of cicatricial 
stenosis of the nasopharynx that he has used suc- 
cessfully in several cases. His procedure consists in 
turning up two flaps of mucous membrane from the 
posterior wall of the pharynx, one on either side of 
the stenosed pharyngeal opening. Although the 
tissue constituting the flaps is taken from the pharyn- 
geal wall, the base of each flap is situated at, and 
formed by, the posterior border of the soft palate. 
The flaps are doubled over onto the denuded supe- 
rior or posterior surface of the soft palate, and the 
operation is completed by suturing them in place. 

Perhaps the simplest, and in most cases the most 
uniformly successful, procedure is that presented by 
Nichols. Nichols concluded that the reason the 
opening made by incision of the scarred membrane 
invariably contracts was that healing always starts 
at the apices of this wound and progresses toward the 
median line. Drawing an analogy from cases of 
syndactylism treated by the insertion of a seton at 
the base of the web until cicatrization takes place 
and then incision to this point, he inserted a silk 
suture through the small nasopharyngeal opening, 
well into the lateral extent of the region of scarring, 
tied this suture and left it in place until a cicatrized 
tract developed, and then freed the posterior border 
of the soft palate from its attachment to the pharyn- 
geal wall out to this point. In 1896, before the — 
American Laryngological Association, he reported a 
group of thirteen cases treated successfully by this 
method. 

In the last six cases of cicatricial stenosis of the 
nasopharynx seen in the Mayo Clinic, essentially the 
same procedure as that described by Nichols has 
been employed with uniform success. The only vari- 
ation consisted in clamping a small lead weight over 
the ends of the suture and allowing the suture to cut 
through of itself, which usually required from one to 
two weeks. The suture and weight are almost in- 
variably swallowed. ‘The possibility of aspiration 
has been considered but thus far no difficulty of this 
kind has been experienced. After the suture cuts 
through, it is replaced by another taking a wider 
lateral bite. Subsequent dilatation with rubber- 
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tipped Kelly forceps has been employed in most 
cases, regardless of the primary method of treat- 
ment. In a few cases, a soft rubber tube with a self- 
retaining cuff at either end was inserted for short 
periods with marked benefit. 


NECK 


Wingate, H. F.: Two Cases of Riedel’s Chronic 
Thyroiditis. Brit. J. Surg., 1929, xvii, 264. 


The author reports the cases of two women forty- 
six and thirty-four years of age respectively. The 
chief complaint was dyspnoea. In both cases there 
was considerable enlargement of the thyroid, but in 
one case the gland was smooth and firm, and in the 
other, smooth and cystic. The symptoms had been 
present for five and six years. 

The microscopic findings are described in: detail 
and shown by photomicrographs. ‘The chief findings 
were well-defined lymph follicles and giant cells of a 
foreign-body type, the latter embedded in degen- 
erating acini. 

Wingate considers the condition to be a non- 
tuberculous granuloma. Joun H. Wootsey, M. D. 


Webster, B.: Studies in the Reactions of Simple 
Goiter to Iodine. Bull. Johns Hopkins Hosp., 
Balt., 1929, xlv, 215. 

In experiments on rabbits with simple hyperplastic 
thyroid glands the author found that potassium 
iodide injected intraperitoneally in quantities of 5, 
2.5, and 1.25 mgm. produced changes in the quantity 
of thyroid hormone elaborated as. indicated by 
changes in heat production. These changes appeared 
to vary directly, within certain limits, with the 
amount of available iodine, as did the extent of the 
glandular involution as determined by biopsy and 
histological study. The relationship apparently held 
true until involution was nearly complete. 

W. N. Rowtey, M.D. 


Youmans, J. B.: The Incidence of Goiter Among 
Adults in Nashville, Tennessee. South. M. J., 
1929, Xxii, 966. 

This article is based on the results of the exami- 
nation of 500 patients coming to the out-patient de- 
partment of the University Hospital, Nashville, 
Tennessee. All of these patients had been born and 
had lived in or near Nashville. Their ages ranged 
from fifteen to eighty-two years. Goiter was found 
in 85, the incidence of this condition being therefore 
17 per cent. The incidence of goiter was 4 times 
higher in women than in men, and was slightly lower 
among the colored patients than among the white 
patients. In women, it was highest in the fifth dec- 
ade of life, and in men in the second and third 
decades. 

The author suggests that while the occurrence of 
goiter in the region of Nashville may be due in part 
to primary iodine deficiency, improper diet and poor 
hygienic conditions may also be factors. 

Frank B, Berry, M.D. 


Burch, F. E.: The Exophthalmos of Graves’ Dis- 
ease. Minnesota Med., 1929, xii, 668 

Burch reviews the various eye signs associated 
with Graves’ disease and reports a case with definite 
exophthalmos in which all other signs of Graves’ 
disease were lacking. Four years later exophthalmos 
was still present, but there was never any sign of 
thyroid intoxication. 

Following a review of various theories relative to 
the mechanism of exophthalmos in Graves’ disease, 
Burch reports a case of malignant exophthalmos 
appearing two years after thyroidectomy for hyper- 
thyroidism, in which both eyes were eventually 
enucleated. Earte I. GREENE, M.D. 


Lahey, F. H.: End-Results in Thyrocardiacs. Ann. 
Surg., 1929, XC, 750. 

The surgical management of patients with thy- 
roid disease has shown striking development in the 
last decade. There is almost universal acceptance 
of surgery as the treatment of toxic goiter. The 
author states that at his clinic they have been par- 
ticularly interested in the cases of toxic goiter show- 
ing cardiac failure and have come to designate such 
cases as ‘“‘thyrocardiacs.” 

As a result of his experience with thyroid disease, 
Lahey believes that thyroidism in itself does not 
cause heart disease, and that there is no heart state 
that can be designated as a true thyroid heart. This 
belief is strengthened by the fact that young persons 
with intense hyperthyroidism over a considerable 
period of time present no signs of cardiac decom- 
pensation. Cases in which auricular fibrillation and 
signs of heart failure have developed fall into the 
group of thyrocardiacs. Auricular fibrillation and 
cardiac decompensation associated with hyper- 
thyroidism occur most commonly during and after 
middle age and rarely in young persons. This fact 
that suggests that cardiac failure in cases of hyper- 
thyroidism is due to previous injury of the heart. 

The diagnosis of hyperthyroidism associated with, 
and resulting in, heart failure is sometimes difficult 
as the more severe and urgent the symptoms of 
cardiac failure the more obscure are the symptoms 
of thyroidism. The symptoms of thyroidism in 
elderly persons are usually not those of the activa- 
tion so typical in young persons, but those of apathy. 
There are two distinct types of reaction in hyper- 
thyroidism: first, that of activation with the clas- 
sical picture of ‘the disease, and second, apathy, 
which is represented by the more sluggish, ‘quiescent 
response to intoxication. Failure to appreciate the 
unobtrusive dangers of this apathy of varying de- 
gree in thyroidism has not infrequently been one of 
the causes of mortality in thyroid surgery. 

At the Lahey clinic, 138 patients belonging to 
this group have been operated upon. Five died in 
the hospital, making the operative mortality 3.6 
per cent. With the exception of 4 cases, every 
thyrocardiac coming into the clinic was operated 
upon and practically all were operated upon under 
general anesthesia induced with ethylene. This in- 
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dicates that there are essentially no thyrocardiacs 
with too marked decompensation to withstand sub- 
total thyroidectomy. 

Of 1o1 patients traced and living more than three 
and a half years after the operation, 95 have been 
restored to the full function which they had before 
the onset of the hyperthyroidism, 4 are partially 
incapacitated, and only 2 are completely incapac- 
itated. R. V. B. Surer, M.D. 


Richardson, E. P., Aub, J. C., and Bauer, W.: Para- 
thyroidectomy in Osteomalacia. Ann. Surg., 
1929, XC, 730. 

The extent to which disturbances of endocrine 
function may underlie generalized disease has long 
been a matter of interest. The framework of the 
bones is not a static structure, but one in which 
active metabolism is taking place according to dis- 
use or activity or in response to demands made 
upon it through variations in the inorganic salt 
metabolism. The relationship of osteomalacia to 
repeated pregnancies and lactation and to an abnor- 
mal diet is well known. Bone atrophy may occur in 
response to increased calcium and phosphorus me- 
tabolism in thyrotoxicosis. Decalcification of bone 
may be brought about by the long administration 
of parathyroid extract. Hoffheinz collected from 
the literature forty-four cases in which parathyroid 
enlargement usually of the nature of hyperplasia 
was found at autopsy. Among these cases skeletal 
disease was found in twenty-seven, osteitis fibrosa in 
seventeen, osteomalacia in eight, and rickets in two. 

The authors report a case of hyperparathyroidism 
referred to them by DuBois for further metabolic 
studies. The diffuse character of the change in the 
bones suggested osteomalacia although cystic cav- 
ities similar to those of osteitis fibrosa were present. 

The administration of a potent parathyroid ex- 
tract causes a rise in the serum calcium, a rise in the 
excretion of calcium in the urine, a fall in the serum 
phosphorus, and a rise in the excretion of phosphorus 
in the urine. If this treatment is continued for a 
sufficient length of time there results a decalcification 
of bone which can be demonstrated by the X-ray. 
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With deficiency of the parathyroid glands the re- 
verse results—a fall in the serum calcium, a fall in 
the excretion of calcium in the urine, and a rise in 
the serum phosphorus and a fall in the excretion of 
phosphorus in the urine. 

The changes in the calcium and phosphorus me- 
tabolism observed in the case reported were approx- 
imately equivalent to those found in normal persons 
receiving 100 units of Collip’s parathyroid extract 
per day. 

The conclusion was drawn that the patient was 
suffering from hyperparathyroidism, and that the 
osteomalacia was secondary to the associated ab- 
normal loss of calcium. 

At a first operation the right lobe of the thyroid 
was exposed, freed, and turned inward and the infe- 
rior parathyroid gland removed. On section, the 
latter was found to be normal. At a second opera- 
tion, another parathyroid gland was removed. 

After a period of two years the patient stated 
that he felt very well, was able to get about without 
difficulty, and had been working for ten months. 
Roentgenograms taken for comparison with pre- 
vious plates showed a marked increase in calcium 
in the bones. 

The authors state that there is very little evidence 
that the removal of the two parathyroid glands had 
anything to do with the result. They emphasize 
the importance of a diet high in calcium and phos- 
phorus, especially the latter, when it is apparent 
that there is a drain of calcium from the body. 

R. V. B. Suter, M.D. 


Horne, J.: Cancer of the Vocal Cords, Difficulties in 
Diagnosis, and Fallacies in Statistics. Proc. 
Roy. Soc. Med., Lond., 1929, xxii, 1547. 


Horne says that of all diseases of the larynx, car- 
cinoma of the vocal cords is diagnosed as present 
when it is absent more frequently than any other. 
It is diagnosed by elimination. ‘Tuberculosis is 
ruled out first, then syphilis and benign tumor. 
Sections for microscopic examination must be cut at 
a right angle to the cord and deeply, as otherwise 
errors are frequent. I. Greene, M.D, 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Pfingst, A. O., and Spurling, R. G.: Intracranial 
Aneurisms: Their Réle in the Production of 
Ocular Palsies. Arch. Ophih., 1929, ii, 391. 


Ocular palsies are frequent in cases of intracranial 
aneurism as the arteries at the base, to which the 
motor nerves of the eye are in close proximity, are 
those most often involved. ‘There is seldom much 
clinical evidence of intracranial aneurism unless 
there is more or less haemorrhage. 

The authors report two cases, in each of which 
there was a two-year history of recurrent headaches 
with diplopia and ptosis and finally an apoplectiform 
attack. 

In both, examination revealed monocular palsy, 
ptosis, papilloedema, and rigidity of the neck, and in 
one case, hemianopsia. In one case the spinal fluid 
was bloody and under increased pressure. In the 
other it was clear, but X-ray examination revealed, 
just to the right of the posterior edge of the pituitary 
fossa, a calcified area which was believed to be a lime 
deposit in either an aneurism or a small hemor- 
rhagic area. No other neurological signs were pres- 
ent. 

Both of the patients are still alive. . 

Knut H. Houck, M.D. 


Blalock, A., and Bradburn, H. B.: Trauma to the 
Central Nervous System: Its Effect on the 
Cardiac Output and Blood Pressure. An Experi- 
mental Study. Arch. Surg., 1929, xix, 725. 


The authors carried out three series of experiments 
on dogs to study, respectively, the effect of trauma 
on the cerebrum, cervical cord, and thoracic cord. 
At definite stages in the operations, determinations 
were made of the pulse rate, temperature, arterial 
oxygen, venous oxygen, maximal and minimal blood 
= oxygen consumption, and output of the 

eart. 

In contrast to the observations in shock produced 
by hemorrhage, in which the cardiac output falls 
tremendously before the mean blood pressure falls, 
it was found that after trauma there was no definite 
fall in the cardiac output without a simultaneous fall 
in the blood pressure. The authors conclude that 

robably for this reason a fall in the blood pressure 
is not as serious during operative procedures on the 
central nervous system as it is during or after other 
types of operations or after hemorrhage. They be- 
lieve that their findings emphasize the futility of at- 
tempting to designate by the word “shock” or any 
other single term the varying conditions which result 
after trauma and hemorrhage. 

Knut H. Houck, M.D. 


NERVOUS SYSTEM 


Balado, M., and Carrillo, R.: Decerebrate Rigidity 
from a Cyst of the Pineal Gland (Rigidez 
decerebrada por quiste de epffisis). Arch. argent. de 
neurol., 1929, iv, 167. 

The case reported was that of a boy twelve years 
old. The illness had begun two years previously 
with progressive loss of vision which had finally 
terminated in complete blindness. For ten months 
the patient experienced difficulty in walking, having 
a tendency to fall to the right. For four months he 
had been unable to walk at all, and for twenty-six 
days at the beginning of the latter period he had 
been somnolent. Also during the latter period he 
had attacks of convulsigns and conjugate deviation 
of the head and eyes to the right. He had lost a 
great deal of weight. His mind and memory were 
better than usual for boys of his age. During the 
last few days he had suffered from headache and 
vomiting. He presented rigidity of such a nature 
that when his arms and legs were placed in a given 
position they remained there for as long as a quarter 
of an hour. Passive movements were relatively nor- 
mal except for slight rigidity that had to be over- 
come to begin the movement. 

Operation revealed a cystic tumor originating in 
the pineal gland. After the operation the tempera- 
ture and pulse rate increased progressively and 
death occurred on the twentieth day. 

As the rigidity was bilateral and the only bilateral 
lesions found involved the hypothalmic and the red 
and black nuclei, the rigidity must have been due to 
pressure on these centers. ‘The cyst was excentric in 
its growth and was lined by the cells of a pineal 
tumor. The spasticity of the lower limbs was due 
to lesions of the myelin fibers at the foot of the two 
cerebral peduncles. Attacks of risus nocturnus, also 
mentioned in the history, were doubtless due to 
destruction of the right corpus striatum. 

Aubrey G. Morcan, M.D. 


Wakeley, C. P. G., and Allen, I. M.: Secondary 
Hydrocephalus as a Factor in the Diagnosis 
and Localization of Intracranial Tumors; with 
Its Investigation and Treatment. Brit. J. Surg., 
1929, xvii, 278. 

The authors discuss the influence of secondary 
hydrocephalus on the diagnosis and localization of 
intracranial tumors; the means whereby the presence 
of hydrocephalus as a complication and the exact 
site of the tumor may be determined; and the influ- 
ence of hydrocephalus upon the choice of treatment. 

The mechanisms suggested to explain the develop- 
ment of hydrocephalus in the course of intracranial 
tumors are: 

1. Direct mechanical obstruction of the circulation 
of the cerebrospinal fluid due to localization of the 
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tumor in such a position that it directly impinges 
upon the channels through which the fluid normally 
circulates. 

2. Pressure upon the great vein of Galen, either 
directly or indirectly, and consequent increased 
production of cerebrospinal fluid by the choroid 
plexus. 

3. Distortion of the brain stem by lateral displace- 
ment and torsion and secondary obstruction to the 
circulation of the cerebrospinal fluid at its most 
vulnerable point in the aqueduct of Sylvius by pres- 
sure of the hindbrain against the unyielding edge of 
the tentorium cerebelli. 

4. Obstruction of the circulation of the cerebro- 
spinal fluid near the foramen magnum. 

In cases of secondary hydrocephalus developing 
indirectly, the order in which the symptoms and 
signs appear is of paramount importance. True 
localizing signs are noted first if the part affected 
is not a silent area. 

The chief symptoms of secondary hydrocephalus 
are essentially those which are usually regarded as 
the general symptoms of a cerebral tumor. They are 
primarily the symptoms of increased intracranial 
tension and may be due to conditions other than 
hydrocephalus. They are: headache; vertigo; vom- 
iting; eye disturbances, including papillaedema; 
mental symptoms; a subnormal temperature; deaf- 
ness and tinnitus; reduced muscle power, tone, and 
reflexes in the absence of involvement of the motor 
paths; occasional tremors; incontinence of urine or 
faeces; and the various false localizing signs, the most 
important of which are cerebellar signs, evidence of 
lesions in the frontal lobes, changes in the visual 
fields, minor signs of involvement of the pyramidal 
tracts, and signs of pituitary dysfunction. 

The differential diagnosis of secondary hydroceph- 
alus includes renal disease, severe anamia, lead 
poisoning, diabetes mellitus, the cerebral form of 
disseminated sclerosis, transverse myelitis with 
papilloeedema, and conditions which produce in- 
creased intracranial pressure such as massive tumor 
growth, oedema of the brain, and general circulatory 
changes. 

In discussing secondary hydrocephalus as a factor 
in localization, the authors point out that all local- 
izing symptoms which develop after the appearance 
of the general symptoms of increased intracranial 
pressure must be regarded with suspicion, and that 
they may be used for localizing the lesion only if 
they are clear and unmistakable evidences of a focal 
lesion. 

The investigation of a case in which secondary 
hydrocephalus may be present is carried out by 
careful and detailed clinical examination of the 
nervous system; puncture methods, including lum- 
bar puncture, cisternal puncture, and ventricular 
puncture; and X-ray examination, including ven- 
triculography. 

Apart from the information obtained by ventric- 
ular estimation, the examination of a patient sufier- 
ing from secondary hydrocephalus by puncture 


methods usually produces evidence of a negative 
character. 

In the X-ray examination, skull changes, cal- 
cifications, pineal shift, and displacement of the 
falx cerebri are considered. The authors discuss the 
technique of ventriculography, the interpretation of 
ventriculograms, and the complications of the 
procedure and their treatment in great detail. They 
emphasize that ventriculography should be em- 
ployed only when all other methods of examination 
have failed to establish a diagnosis and to localize 
the lesion; and that in this procedure, ventricular 
puncture is to be preferred to spinal puncture. 

Observations at operation are useful in confirming 
a diagnosis of secondary hydrocephalus. 

The authors conclude that the treatment of 
secondary hydrocephalus should be instituted as 
early as is compatible with a thorough study of the 
case. It should provide for the relief of pressure 
above the tentorium even when the local lesion is 
situated in the posterior fossa of the skull. When 
the symptoms of a subtentorial lesion are present 
this result is best achieved by the operation for 
mobilization of the tentorium. 

Seven cases with false localizing signs which made 
the diagnosis of the site of the lesion doubtful are 
reported in considerable detail with autopsy findings. 

Davin J. Impastato, M.D. 


Wakeley, C. P. G.: A Case of Fibrosarcoma of the 
Cervical Meninges. Brit. J. Surg., 1929, xvii, 329. 


The case reported was that of a man twenty-eight 
years of age whose symptoms had begun two years 
before he was seen by the author. Examination 
revealed loss of sensibility to pain and temperature 
in the left half of the trunk below the second intercostal 
space, throughout the left leg, and in the inner half 
of the left arm; loss of the superficial abdominal 
reflexes; ankle clonus on the right side; and atrophy 
of the small muscles of the right hand. 

Laminectomy revealed an encapsulated tumor of 
the cervical meninges (intradural) occupying the 
right posterolateral aspect of the cervicodorsal cord 
at the level of the lower three cervical and upper 
two dorsal vertebra. The tumor was removed. 


On microscopic examination it was found to be a ° 


fibrosarcoma showing areas of hyaline degeneration. 
Two days after the operation the sensory changes 
had disappeared. Five years later, sensibility and 
muscular development were normal and equal on 
both sides. Davin J. Impasrato, M.D. 


SPINAL CORD AND ITS COVERINGS 


Babtschin, I.: The Technical Errors and Compli- 
cations Occurring in the Performance of 
Chordotomy (Ueber die bei der Ausfuehrung der 
Chordotomie vorkommenden technischen Fehler 
und Komplikationen). Beitr. z. klin. Chir., 1929, 
exlvi, 721. 


Chordotomy, division of the central sensory nerve 
fibers in the region of the spinal cord where the 
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anterolateral bundles of Gower intersect, is done for 
the relief of pain of various types and origins. As 
the thermosensory fibers run in the same fasciculus, 
the division of the tract of Gower is followed simul- 
taneously by a loss of sensibility to temperature as 
well as to pain on the opposite side below the site of 
the chordotomy. ‘Tactile sense and the different 
types of muscular sense are not disturbed. By 
means of chordotomy, large areas, even half of the 
body, may be anesthetized. 

The following untoward results may occur when 
the chordotomy is not performed properly: 

1. Paralysis of the sound extremity with cessa- 
tion of the pain in the diseased extremity. This 
occurs when the pyramidal tracts dorsal to the 
Gower nerve tract are cut simultaneously. In four 
cases the author noted a transient spastic paralysis 
of the sound extremity similar to Brown-Séquard 
paralysis, and in three cases an isolated Babinski 
reaction. 

2. Recurrence of the pain on the diseased side 
due to insufficient division of the sensory spinal cord 
fiber. 

3. Recurrence of the pain on the diseased side and 
the development of a spastic paralysis on the other 
side due to too great extension of the incision dor- 
sally so that only a part of the sensory fibers of 
Gower’s bundle and a part of the motor fibers of the 
pyramidal tract were cut. 

Complications of short duration are: (1) ring- 
formed girdling pain which develops at the level of 
the chordotomy on the corresponding or opposite 
side and ceases after from one to three weeks; (2) 
urinary retention lasting for from one to two weeks; 
and (3) intestinal paralysis which, after bilateral or 
repeated chordotomies, may persist for from two to 
five days. 

In describing the technique the author states that 
the patient should lie on the diseased side. The 
vertebral arches must be completely removed to 
their points of insertion. In unilateral chordotomy 
it is sufficient to remove from two to two and a half 
arches, but in bilateral chordotomy no fewer than 
three must be removed in order that the two inci- 
sions will be made at different levels in different 
segments. When the pain is localized below the 
diaphragm, the chordotomy should be carried out 
at the level of the fourth and fifth thoracic segments, 
which correspond to the third and fourth thoracic 
vertebra. When the pain is higher up, the incision 
must be made correspondingly higher and at a point 
two or three segments above the upper limit of dis- 
tribution of the pain. The first and second thoracic 
segments must be avoided as otherwise, through in- 
jury of the ciliospinal center, the Horner syndrome 
will appear and there may be a reflex effect on the 
heart. The fourth cervical segment should be 
avoided as it is the center of the phrenic nerve. The 
dural sac must be opened without injury of the 
arachnoid. 

This exposure provides a good view of the cord 
and nerve roots, and the firmness of the denticulate 


ligament prevents the formation of postoperative 
adhesions between the spinal cord and the dura. 
The arachnoid should be divided bluntly with a 
Kocher sound between the anterior and posterior 
spinal nerve roots. In this manner the lateral col- 
umn will be exposed. If the arachnoid is divided in 
the midline, the cut edges form longitudinal folds at 
the lateral surfaces and may simulate the denticulate 
ligament and even the anterior spinal nerve roots. 
Injury of the delicate spinal cord vessels must be 
avoided as the least hemorrhage discolors the tis- 
sues and makes orientation difficult. The cord 
should be turned 90 degrees. This is usually done by 
traction on the denticulate ligament which is grasped 
outside the arachnoid and divided immediately at 
the dura. If the denticulate ligament tears because 
of insufficient development or if the cord is only 
slightly movable, the pia mater may be grasped 
superficially with fine ophthalmological needles. 
This can be done without injury of the pyramidal 
tract only in the region of Gower’s tract. Traction 
on the posterior roots must be avoided as it will 
cause severe neuralgia. If it is unavoidable, the cor- 
responding root should be divided proximally to the 
site of the injury. In extreme cases the delicate 
anterior root may be used to turn the spinal cord but 
it is apt to tear. 

Most important is the accurate determination of 
the limits of the incision and the technique by which 
it should be made. Special care is necessary to de- 
termine the posterior limit which runs immediately 
along the pyramidal tract. In this determination the 
surgeon should keep to the midline between the sites 
of insertion of the posterior and anterior roots in the 
cord. The denticulate ligament should be used only 
as a general guide. The anterior border usually runs 
along the line of exit of the anterior roots, about 
3 mm. from the posterior border. If the anterior 
root is adherent to the cord, it is difficult to find and 
must be traced upward from its site of exit from the 
dural sac to the cord. Sometimes it can be recog- 
nized from the accompanying fine blood vessel which 
runs obliquely along the lateral surface of the cord 
and shows the direction of the root from in front 
above backward and downward. Displacement of 
the anterior limit of the incision about 1 mm. 
ventrally is of no importance, but posteriorly such a 
displacement may lead to incomplete division of the 
sensory tracts and recurrence. The anterior limit of 
the chordotomy must reach the site of insertion of 
the anterior spinal nerve roots. 

The setting of the limits and the technique of 
chordotomy are easiest at the level of the sites of 
exit of the anterior and posterior roots from the 
spinal cord. If, when the cord is replaced, the cut 
surface, especially its posterior limit, is not visible, 
the incision has been properly made. If even a small 
edge is visible, the pyramidal tract has been injured. 

The depth of the incision varies between 2.5 and 
3-5 mm. The analgesia depends, not upon the level, 
but upon the depth, of the chordotomy. The lateral 
column may be divided from without inward or 
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from within outward. The author uses a chordotome 
with a blade 3 mm. long so that he can divide the 
column from within outward. He inserts the chord- 
otome its full length into the posterior border of the 
incision and brings it out at the anterior root, the 
entire mass of the column being thereby divided with 
the peripheral fibers which lie next to the pia mater. 
A sign of complete division of the column is the deep 
separation and moderate gaping of the wound edges 
along the entire cut surface. All coarse, sawing, and 
pulling movements must be avoided as a punctate 
escape of blood may lead to oedema and necrosis. 
After the cord has been turned and the area of 
incision has been determined, the chordotomy can- 
not be delayed too long as it is not easy to hold the 
desired place by traction on the delicate denticulate 
ligament for any length of time and the operative 
field is soiled by the trickling of blood or spinal 
fluid. The extent of the incision must be determined 
with special care in cases of stable benign diseases in 
which pain is often the only symptom. The largest 
incision is indicated in cases of malignant tumor, in 
which a bilateral chordotomy is often indicated if a 
spread of the disease to the other side is expected to 
occur soon. In such cases, injury to the pyramidal 
tract is of secondary importance as most of the pa- 
tients are confined to bed. The greatest care and 
conservatism are necessary in cases of painful ampu- 
tation stumps and in the cases of paralytics who can 
still move about. The correct extent of the incision 
cannot always be determined the first time, but if 
necessary the chordotomy may be repeated at a 
higher or lower level. Chordotomy should be per- 
formed only by surgeons who are experienced in 
operating on the spinal cord. Eric Hempet (Z). 


Oppel, W. A.: Experiences with the Poussepp Op- 
erative Treatment of Syringomyelia (Erfahr- 
ungen mit der operativen Behandlung der Syringo- 
—— nach Poussepp). Arch. f. klin. Chir., 1929, 
clv, 416. 


The changes in syringomyelia consist in a prolife- 
ration of gliomatous masses in the gray substance 
of the spinal cord or its central canal. The gliomatous 
masses undergo cystic degeneration. Especially the 
cervical portion of the spinal cord is affected. 

Poussepp has called attention to the fact that the 
central canal of the spinal cord becomes dilated as 
the result of the collection of cerebrospinal fluid, and 
that this fluid exerts pressure on the spinal cord 
from within, thereby producing some of the symp- 
toms of syringomyelia. Poussepp proposed opening 
the central canal and draining the fluid. He per- 
formed a laminectomy at the level of the sixth and 
seventh cervical and the first thoracic vertebre, 
split the dura, and opened the central canal from 
behind through a small vertical incision about 4 mm. 
lateral to the midline. After the canal had been 
emptied, the dura was firmly sutured and the mus- 
cles and skin were closed tightly. The author re- 
ports seven operations of this type performed on six 
patients with no mortality. 
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The syndromes of syringomyelia may be divided 
into three groups: (1) weakness and subsequent 
atrophy of the muscles of the upper extremities due 
to involvement of the gray substance of the spinal 
cord, especially the anterior horns; (2) disturbances 
of pain and temperature sensibility due to involve- 
ment of the posterior horns or interruption of the 
conduction paths for pain and temperature sense 
anterior and posterior to their site of crossing; and 
(3) trophic disturbances due to involvement of the 
sympathetic centers of the spinal cord (lateral 
horns). Not rarely, these symptoms are especially 
marked in one of the upper extremities. 

The one-sidedness of the clinical symptoms deter- 
mines the treatment. The central canal should be 
opened from the side of the most pronounced 
changes. As the symptoms may pass on to the lower 
extremities, it must be assumed that the central 
canal is dilated for a considerable distance. Never- 
theless this canal should never be opened in the 
lower portion of the cord, but always in the cervical 
portion. The result of the operation depends, first, 
on the time of the intervention. The spinal cord 
must not have been damaged so much by the pres- 
sure that it cannot recover. 

Poussepp first does an exploratory puncture and 
then opens and probes the central canal, but the 
author never probes and rarely does an exploratory 
puncture. As the posterior bundles of the cord are 
usually left intact by the disease, the canal should be 
opened outside of the posterior bundle and the 
pyramidal tracts. 

The symptoms of syringomyelia are pre-eminently 
those of an affection of the anterior portion of the 
spinal cord. The cord is first compressed anteriorly. 
The clinical symptoms are predominantly unilateral. 
This fact cannot always be explained by the forma- 
tion of gliomatous tumors as there may be one- 
sidedness without such tumors. Hypothetically, it 
may be explained by variations in the spinal cord. 
The mass of the anterolateral portion of the cord 
may be smaller or larger and may be further to the 
right or the left side. This explains why patients 
in whom the mass of the anterolateral portion of the 
cord is smaller on the right side suffer first from 
pressure in the right central cavity, and those in 
whom the mass of the anterolateral portion of the 
cord is smaller on the left side suffer first from pres- 
sure in the left central cavity when the central canal 
becomes dilated. 

The author believes that the spinal cord canal 
should be opened from the side of the greatest de- 
struction, the greatest compression, and the greatest 
protrusion of the cord. As opening of the canal 
anteriorly through the anterior commissure is tech- 
nically difficult and destroys the site of crossing of 
the conduction paths for pain and temperature, as, 
with posterior opening, it is necessary to pass 
through the healthy posterior bundles, and as en- 
trance from behind and laterally (in the region of 
the pyramidal tracts) will cause spastic motor dis- 
turbances, it is necessary to enter through the 
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antero-external basal bundles and the anterior horn 
and open the canal immediately anterior to the 
denticulate ligament. The line of incision therefore 
corresponds to that of the maximal disturbances and 
the site of greatest involvement. The technique of 
finding the anterolateral bundle is the same as in 
chordotomy, but the incision must be vertical in 
order that injury to the gray matter will be minimal. 

In two of the author’s cases the wound separated 
after removal of the sutures, probably because of a 
trophic disturbance of the dura. Therefore the su- 
tures should be left in longer. A second complica- 
tion observed by the author was a hematoma in the 
muscle layer and a collection of fluid, perhaps cere- 
brospinal fluid, which trickled through the sutures of 
the dura. In one case Oppel noted disturbances 
referable to the pyramidal bundles even though 
these structures had not been touched. These bun- 
dles are exceedingly sensitive and the inflammatory 
process around the wound canal may have spread 
to the pyramidal tracts, It is possible also that a 
slight accidental disturbance of the pyramidal 


tracts during the turning of the spinal cord at the 
denticulate ligament in the opening of the central 
canal through the antero-external approach may 
produce spastic phenomena below the site of opera- 
tion. 

Of the six patients operated upon by the author, 
one showed no improvement. The spinal cord must 
therefore have been partially destroyed. In one 
case, improvement was uncertain because of psychic 
defects. In another case, sensation was improved, 
but disturbances of muscular function in the right 
upper extremity appeared as a result of technical 
errors. In the three remaining cases the result was 
excellent. 

In conclusion the author states that a final opinion 
regarding the method of opening the central canal is 
still impossible, but by the use of the typical tech- 
nique of Poussepp and the anterolateral route an 
extremely severe and incurable disease has become 
amenable to operative treatment and excellent 
results can be achieved in cases not too far advanced. 

Ericu Hempet (Z). 
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CHEST WALL AND BREAST 


Bloodgood, J. C.: Chronic Cystic Mastitis of the 
Diffuse, Non-Encapsulated, Cystic Adenoma- 
tous Type. Ann. Surg., 1929, xc, 886. 


The condition discussed by Bloodgood has been 
known as “‘Reclus’ disease,” ‘“‘Schimmelbusch’s dis- 
ease,” ‘‘diffuse papillary cystadenoma”’ and ‘“cob- 
blestone breast.”” Up to 1906 it was believed to be 
associated with cancer in at least 50 per cent of the 
cases. Bloodgood is now of the opinion that it is 
associated with cancer only incidentally and is not 
a precancerous lesion. Its cause is not known. 

In a small percentage of cases there is a discharge 
from the nipple. Intermittent retraction of the nip- 
ple is practically diagnostic, but occurs in less than 
10 per cent of the cases. On palpation, a shotty 
condition of the breast is noted in addition to in- 
creased firmness of the tissue. The edge of the breast 
is smooth and sharply defined, not unlike the sharp 
edge of the liver. When the breast is raised away 
from the chest wall it curves and feels on palpation 
like a saucer with a thickened edge. The condition 
may be more advanced in one breast than in the 
other. One breast may be simply shotty without a 
definite edge and not yet “saucer like,’ while the 
other breast may have reached the “‘saucer”’ stage. 

The pathological process first appears in the upper 
and outer quadrant of both breasts. It always in- 
volves more than a quadrant, and encroaches first 
more on the upper and inner quadrant than on the 
lower and outer quadrant. The lower and inner 
quadrant seems to be the last to become involved. 
Even over a fully developed zone there is no atrophy 
of the subcutaneous fat or dimpling of the skin ex- 
cept when there are signs of inflammation of the 
skin. As a rule the nipple is free, but there may be 
congenital contraction of one or both nipples or, 
rarely, intermittent retraction. Unilateral retrac- 
tion of the cancer type has been present in less than 
3 per cent of the cases. 

Under the term “‘chronic cystic mastitis” may be 
grouped two distinct conditions. In one, a large 
single or multiple cyst predominates in the gross 
appearance, while in the other there are minute 
cysts or dilated ducts or papillary cystadenomatous 
areas. The large cysts include single blue domed 
cysts, multiple blue domed cysts, and gray domed 
cysts of the galactocele type. These cystic tumors 
constitute what has been called the lumpy breast 
in contradistinction to the shotty breast. 

Other chronic lesions of the breast noted during a 
study of diffuse chronic cystic mastitis were trau- 
matic mastitis; the caked breast of the pyogenic 
mastitis of pregnancy or lactation; tuberculous mas- 
titis; metastatic mastitis occurring after infections; 


the diffuse comedo adenocarcinoma; and diffuse car- 
cinoma of the acute type, which is morphologically 
the most malignant type. 

In conclusion Bloodgood emphasizes that chronic 
cystic mastitis of the diffuse non-encapsulated cystic 
adenomatous type is not a precancerous lesion any 
more than the lactating breast, but may present 
microscopic pictures that are difficult to differen- 
tiate from those of cancer. He states that as today 
more and more women are coming for examination 
immediately after the first symptoms are noted, a 
greater number of breasts with chronic cystic mas- 
titis of this and other types are being sacrificed. He 
is confident that if surgeons and pathologists would 
give more attention to the study of chronic cystic 
mastitis, fewer women would be mutilated. In order 
to give all women who may have a cancerous lump 
in the breast at least a 70 per cent chance of cure, we 
must bring them all under observation within a 
month of the time that the condition is first noted. 
In probably 70 per cent of the cases operation can 
be decided against by palpation alone. Of the 30 
per cent in which the breast must be explored be- 
nignancy of the lesion can be recognized in one-half 
or more by gross inspection and examination of 
frozen sections. MANve- E. Licutenstetn, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Hellsing, G.: Cases of Thoracoplasty from the 

sterasen Sanatorium During the Period from 

1919 to 1928 (Faelle von Thorakoplastik aus den 

Sanatorium Osterasen in den Jahren 1919-1928). 
Acta med. Scand., 1929, \xxi, 521. 

The author reviews forty cases in which thoraco- 
plasty was done, with special consideration of the 
indications for the operation and the results. The 
surgeons were Key, Perman, Nystrém, and Higg- 
strém. Key does a subperiosteal resection of the 
ribs, whereas Nystrém removes the periosteum on 
the outer side with the rib and separates the rib 
on the inner side usually between the parietal pleura 
and the periosteum, the periosteum being thereby 
almost completely removed. 

The indications for thoracoplasty are almost the 
same as those for pneumothorax except that thoraco- 
plasty is usually to be considered only when pneumo- 
thorax cannot achieve the desired result because of 
adhesions. The condition produced by pneumothorax 
is reparable, that is, the lung can regain its function 
partially should it be necessary to stop the treatment 
because of an unfavorable effect on the normal lung. 
Thoracoplasty renders the lung permanently func- 
tionless. 

Operation should be performed only in unilateral 
cases in which the process, in spite of sanatorium 
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treatment, continues to spread or does not recede. 
“Unilateral cases” are not only cases in which the 
better side is pathologico-anatomically normal, but 
also cases in which there are no clinical signs of 
disease on the other side or disease known to have 
been present on the other side is regarded as cured. 

The most important changes in the worse 
lung is contraction, evidenced by flattening and 
diminished mobility of the thorax and displacement 
of the trachea. Roentgenographically, contraction 
is revealed by narrowing of the interspaces between 
the ribs, displacement and dilatation of the trachea, 
displacement of the mediastinum .with the heart, 
and high position of the diaphragm. Contraction is 
considered the sign of a good reaction. It shows that 
healing by the formation of connective tissue is 
taking place. ‘This healing process already begun is 
favored by thoracoplasty. Therefore the ideal cases 
for thoracoplasty are those showing more or less 
contraction on the worse side. Of the forty cases 
reviewed by the author, thirty showed contraction. 

As regards changes in the more normal lung the 
cases may be divided into five groups: (1) those 
with neither physical nor roentgenological changes 
in the more healthy lung (eleven cases in the series 
reviewed); (2) those showing roentgenological 
changes at the hilus, but no definite tuberculous 
foci in the parenchyma (four cases in the series 
reviewed); (3) those with roentgenological changes 
but no physical symptoms (three cases in the series 
reviewed); (4) those with physical but no roent- 
genological changes (none in the series reviewed); 
and (5) those with roentgenological as well as physical 
changes (tw enty-two cases in the series reviewed). 

The deaths in the cases reviewed occurred in the 
acute cases with a duration of from nine months to 
one year and ten months. 

The author believes that, in general, patients 
more than forty-five years of age should not be 
operated upon. 

In the cases reviewed, the sputum varied con- 
siderably in amount and contained bacilli in all but 
two. 

As far as possible, the operation was performed in 
an afebrile period. 

When the patient did not gain weight in spite of 
nutritious food, the results were poor. 

A “recurrence” of tuberculosis in the lung on the 
side operated upon developed in two cases. 

Apical cavities did not collapse in spite of repeated 
posterior and anterior thoracoplasties. This was 
explained by changes in the chest wall and especially 
in the costal cartilages in the form of more or less 
marked calcification, the size of the cavities and the 
character of their walls, the relation of the cavity to 
the ribs (it is much more diflicult to collapse a cavity 
which is adherent to the chest wall than a cavity that 
is surrounded by elastic lung tissue), the inaccessible 
position of the apex, the difficulty of removing the 
first rib, and interference by the clavicle. 

The author concludes that thoracoplasty is of 
most value in cases of unilateral chronic tuber- 
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culosis in which the general condition is good and 
there is a tendency toward contraction. The better 
lung must be healthy or any tuberculous process 
within it must be at a complete standstill as proved 
by a long period of observation. The operation 
must be done during an afebrile period. In cases 
with large apical cavities, thoracoplasty, even in- 
cluding phrenic exeresis, has not given favorable 
results. Louis NeuwELt, M.D. 


Archibald, E.: The Classification of Operative 
Risks in Respect of the Operation of Thoraco- 
plasty for Pulmonary Tuberculosis and the 
Results of That Operation. Canadian M. Ass. 
J., 1929, Xxi, 502. 

With respect to the risk of treatment by thoraco- 
plasty, Archibald classifies cases of pulmonary tuber- 
culosis into three groups as follows: 

1. Favorable cases. These are cases of chronic 
fibroid tuberculosis which is predominantly uni- 
lateral, usually with cavities no larger than a 
pigeon’s egg and without any sign of activity in the 
other lung. The patients are adults in good general 
condition with a normal temperature and pulse 
rate, but with positive sputum. The X-ray shows 
disseminated lesions in one lung or confined to the 
upper third of one lung. On account of the fibrosis, 
the lung is contracted, the trachea, mediastinum, 
and heart are pulled to the affected side, and the 
diaphragm may be raised. The other lung is rarely 
clear, but the lesions within it are minimal and 
fibrotic. Sanatorium care has reached the limit of 
its usefulness, but the patient is prevented from re- 
turning to active life by the positive sputum and the 
almost positive assurance that active life would 
cause a relapse. 

2. Doubtful cases. In the cases in this group there 
is more extensive infiltration of the more diseased 
lung and the cavities are multiple or large. The 
other lung is under suspicion, and the general con- 
dition is not good. There are occasional periods 
of slight rise in the temperature and pulse rate, and 
the patient has lost a little weight and strength. 
The sputum is markedly positive. The X-ray 
shows larger cavities, more infection, and more 
destruction in the less involved lung, but never- 
theless there are evidences of reasonably good resist- 
ance in the’ form of scar contraction in the more 
diseased lung. ‘The prognosis without operation is 

r. 

3. Unfavorable cases. In this group the lesion is 
definitely progressive. Cavitation is extensive, often 
involving both lobes. In the less involved lung, 
signs of more recent tuberculous infiltrations may 
be seen. The patient is usually febrile, and the 
general condition is poor. ‘The prognosis is extremely 
unfavorable. 

The author reports the results in ninety cases 
operated upon more than a year ago. 

Of twenty-four patients who were regarded as 
favorable risks, 66.6 per cent are practically cured, 
16 per cent show marked improvement, and 4 per 


SURGERY OF THE CHEST 


cent show moderate improvement. Three died, but 
only one death was due to the operation. 

Of forty-five patients who were regarded as 
doubtful risks, 38 per cent are practically cured and 
about 14 per cent show marked improvement. 
Nine died. Three (6.6 per cent) died as the result 
of the operation. 

Of twenty-one patients who were regarded as un- 
favorable risks, not one has been cured and only 
three show marked improvement. Of fourteen who 
died, eight (38 per cent) died as the result of the 
operation. Archibald explains the performance of 
the operation in this unfavorable group by the fact 
that it offered the only possible chance for relief. 
He says, ‘While for humanitarian reasons it will 
continue to be difficult to refuse operation to these 
“poor risk” patients, recent experience encourages 
the hope that the high operation mortality can be 
materially reduced by doing the operation in three 
or four stages rather than in the usual two stages.” 

Cases of pulmonary tuberculosis complicated by 
empyema are divided by Archibald into three 
groups: (1) those in which the pleural effusion is 
seropurulent; (2) those in which it is a thick, green- 
ish fluid; and (3) those with a mixed infection. In 
the first group, simple thoracoplasty, if indicated, 
may overcome the effusion. In the second, because 
of the thickness of the pleura, thoracoplasty must 
be much more extensive than usual. In the third, 
some sort of open drainage must be done. 

Ravpu B. Berrman, M.D. 


Schuster, N. H.: The Etiology and Pathology of 
Primary Lung Tumors. J. Path. & Bacteriol., 
1929, XXxii, 799. 

The author studied sixty-two cases of lung tumor 
to determine the importance of occupation, infection, 
and irritation in the etiology. No relation of the 
neoplasm to occupation could be established., The 
infections mentioned in the recent and remote 
histories included tuberculosis, syphilis, influenza, 

leurisy, and chronic cough with bronchitis. The 

irritations recorded were associated with the in- 
halation of dust, coal, silica, steel, and irritating 
gases. 

Forty-six of the patients were males. The tumor 
occurred in the right lung in thirty-one cases and in 
the left lung in twenty-three. In five cases there 
was bilateral involvement. 

Five of the tumors were probably of thymic 
origin. ‘Two of these were lymphosarcomata, one 
was a small round-celled sarcoma, one a large round- 
celled sarcoma, and one a tumor of undetermined 
type. There were three pulmonary sarcomata—a 
large round-celled tumor in a child five years old, a 
spindle-celled tumor in a girl twenty-one years old, 
and a small round-celled tumor in a man forty-two 
years old. In fifty-four cases the neoplasm was a 
carcinoma of epithelial origin. All of these cases had 
the following features in common: (1) bronchial 
obstruction by a bulging growth in the wall or in- 
terruption of a bronchus directly by the carci- 
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nomatous mass; (2) a massive tumor in the medias- 
tinum; (3) secondary deposits in tissues other than 
the mediastinal glands, among which were commonly 
the cervical glands, the liver, the suprarenal glands, 
the brain, and the bones; and (4) giant cells or 
multinucleated cell masses like syncytium. General 
carcinomatosis did not develop. 
J. D. Wittems, M.D. 


Weller, C. V.: Entdifferentiation in Primary Car- 
cinoma of the Bronchi and Lungs. J. Cancer 
Research, 1929, xiii, 218. 


This article is a histological analysis of fourteen 
cases of primary carcinoma of the lungs and bronchi, 
the clinical descriptions of twelve of which have been 
published previously. ‘The view is held that all types 
of carcinoma of the lung can take origin from bron- 
chial structures, and that the various forms of these 
tumors are related to one another as a progressive 
series with an ascending line of differentiation of 
parent cells and a descending line of varying degree 
of entdifferentiation. 

An ingenious scheme has been devised to simplify 
the classification of the types described. On a 
diagram represented by the letter Y the most highly 
differentiated, columnar-celled, papillary, mucin- 
forming adenocarcinomata are placed at the upper 
extremity of the left-hand limb. There are two of 
this type. Lower down on the limb is placed an 
adenocarcinoma with smaller spherical or polyhedral 
cells and gland-like spaces but no papillary structure. 
Next, is one with a tendency to become scirrhous and 
with absence of mucin. The fifth is a medullary 
adenocarcinoma with polyhedral lining cells in one 
or two layers and a coarse stroma. In the sixth the 
predominant type is a medullary neoplasm re- 
sembling a non-cornifying squamous-celled car- 
cinoma. The seventh, which ends this series at the 
lower end of the left-hand inclined limb of the 
diagram, is a scirrhous type of neoplasm with slender 
columns and cords of cells running through a dense 
hyaline stroma. 

On the right-hand limb of the Y are placed four 
tumors which are frankly of the squamous-celled 
type. Beginning above with the most differentiated 
there is a typical cornifying medullary squamous- ~ 
celled carcinoma with abundant keratohyaline for- 
mation and epithelial pearls. The next two in this 
descending scale are practically the same as the 
preceding one, but show less cornification. ‘The last 
one on this limb of the diagram comes near the last 
one on the left limb and has a corresponding re- 
semblance to it. It consists of a non-cornifying 
squamous-celled carcinoma in the form of large 
nests of cells. ‘These cells are small and their cyto- 
plasm is scant. 

On the stem of the Y are placed the three remain- 
ing tumors. These are too insufficiently differentiated 
to show whether the parent cells are gland-celled 
or squamous-celled in type. They are made up of 
small round cells with little cytoplasm and contain 
no trace of cornification on the one hand nor of 
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glandular architecture on the other. There is 
marked resemblance in them to small round-celled 
sarcomata. 

Thus this series of carcinomata of the lung begins 
with an undifferentiated type which becomes pro- 
gressively more differentiated and finally diverges 
into two different types, ending in the typical 
squamous-celled and the columnar-celled tumors. 
In this series the undifferentiated cell carcinomata 
give rise to widely disseminated metastases while 
the more fully differentiated columnar-celled types 
fall behind in this respect. The squamous-celled 
types spread chiefly by extension. 

There are eighteen photomicrographs to elucidate 
the classification. J. D. Wittems, M.D. 


HEART AND PERICARDIUM 


Graham, E. A.: Decompression of the Heart. Ann. 
Surg., 1929, xc, 817. 

Following a review of the literature, Graham re- 
ports two cases of decompression of the heart. 

When the heart is greatly enlarged, two kinds 
of serious compressive effects may result. Those of 
one type are exerted on the heart itself, and those of 
the other type on other intrathoracic structures. 
Graham discusses the heart which is so large that it 
is embarrassed by confinement within the chest wall. 

The first case reported was that of a boy fourteen 
years of age who, since his fifth year, following acute 
articular rheumatism, had been obliged to spend 
most of his life on a convalescent farm and in a hos- 
pital because of frequent attacks of cardiac decom- 
pensation. On November 5, 1928, under novocain 
anesthesia, the author removed the fourth and fifth 
ribs and costal cartilages, including the periosteum 
and perichondrium, from the left border of the 
sternum to the anterior axillary line. After this 
operation, despite the decompensation, the patient 


stated that his symptoms were much more easily 
endured than before. 

The second case was that of a five-year old girl 
with cardiac decompensation following several at- 
tacks of rheumatic fever. Examination revealed 
mitral stenosis, aortic insufficiency, and myocarditis 
with a marked precordial bulge and very evident 
heaving of the whole precordium. On January 1, 
1929, under nitrous oxide anesthesia, the author re- 
moved the fourth, fifth, and sixth ribs and costal 
cartilages from the sternum to the anterior axillary 
line. The operation was followed by marked sub- 
jective improvement and a decrease in the venous 
pressure and the nodal rhythm. 

Neither of these cases presented the ordinary in- 
dications for the Brauer cardiolysis, such as positive 
evidence of tethering of the heart by adhesions. 
Accordingly, the beneficial results seem to have been 
due entirely to the decompression. 

The author emphasizes that caution is necessary 
in evaluating the results of the operation and admits 
that, because of the brief time that has elapsed since 
the intervention, it may be unwise to draw any con- 
clusions whatever except that certain striking im- 
mediate effects were produced. The operation itself 
seems to be associated with practically no danger, 
but there are probably only a few cases in which it 
is justified. Apparently these would be cases of 
children with definite precordial bulging and a large 
heart. Perhaps when more is learned regarding the 
effects of pressure on the heart, other cases in which 
the indications mentioned are not present may be re- 
garded as suitable for decompression. On the other 
— the operation may be found to be of no special 
value. 

A note at the end of the article states that both 
patients died April 23, 1929, the day after this 
paper was read before the Philadelphia Academy 
of Surgery. Car R. M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Abt, I. A.: The Diagnosis of Peritonitis in Infancy 
and Childhood. J. Michigan State M. Soc., 1929, 
xxviii, 674. 

The causes of peritonitis and the modes of re- 
sponse of the organism to the infection differ in 
children and adults. 

Acute diffuse peritonitis is probably the most 
painful of all diseases. When the peritoneum is 
diffusely inflamed, all movement is painful and there 
are other symptoms of peritoneal irritation such 
as tenderness and rigidity of the abdominal mus- 
cles, vomiting, constipation in older children, and 
diarrhoea in young infants. Perforation of an ab- 
dominal viscus is followed by immediate, very 
severe pain. The pain is increased by cough, hic- 
cough, vomiting, and breathing. The abdominal 
wall becomes as rigid as a board, and the breathing 
thoracic instead of abdominal. 

The temperature rises, but in young infants the 
fluctuation may be slight. 

The reaction of the circulatory apparatus and the 
pulse is of the utmost importance. The pulse is 
rapid, small, soft, and quite irregular. Its rapidity 
is out of proportion to the height of the temperature. 

In acute peritonitis, vomiting is one of the early 
symptoms. Persistent emesis indicates that the 
peritoneal process is extending. 

Singultus is due to a variety of causes. In associa- 
tion with other symptoms, it is characteristic of 
peritoneal inflammation, and when it persists it 
indicates diffuse involvement of the peritoneum. 

The most important varieties of peritonitis oc- 
curring in the young are fetal peritonitis and the 
peritonitis of infancy, peritonitis with appendicitis, 
and pneumococcic, gonococcic, streptococcic, in- 
fluenzal, migratory, and tuberculous peritonitis. 

Fetal ‘peritonitis may be due to a prenatal infection 
which is transmitted by the blood stream of the 
mother. There are also on record a few instances of 
fetal peritonitis of syphilitic origin. 

Ballantyne reports cases of plastic peritonitis in 
newborn infants. A possibly important factor in 
the causation of fetal peritonitis is a malformation 
or developmental anomaly of the abdominal viscera. 
Congenital malformation, stricture, or stenosis of 
the intestine may lead to peritonitis through perfor- 
ation, 

In children as in adults, appendicitis is probably 
the most frequent cause of peritoneal inflammation. 
In the early stages of this condition there is a tend- 
ency of the peritoneum to wall off the infective 
process by the formation of plastic adhesions be- 
tween the caecum, ileum, omentum, and anterior 
parietes, but in the child a rapid spread of the in- 


fection and early involvement of a wide area are 
favored by the large amount of lymphoid tissue in 
the appendix, the thinness of the wall of the appen- 
dix, and the incomplete development of the omen- 
tum, especially in the early months of life. 

Appendicitis is more insidious in childhood than 
in adult life. Acute digestive disturbance with fever 
is so common in infancy and may occur with such 
severe toxic symptoms that alimentary intoxication 
is more often suggested. 

Pneumococcic peritonitis may be classed among 
the most frequently fatal diseases of childhood. It 
occurs more often in female children than in male 
children. Otitis media may be a primary focus. It 
has been assumed that in the female the invasion 
occurs through the genital tract, reaching the per- 
itoneal cavity by the way of the fallopian tube. 

The disease presents itself in the form of a local- 
ized, circumscribed abscess or an acute diffuse 
peritonitis. 

Regarding its usual course, the author states that, 
without any marked prodromes, the child falls ill 
with a high fever, abdominal pain, vomiting, and 
sometimes diarrhoea. The pulse is rapid and difficult 
to count. When examined early, the abdomen is 
usually not found to be distended although it is not 
easily compressed. The muscular rigidity, which is 
a common sign in other intra-abdominal processes, 
is not present. 

The diffuse type of pneumococcic peritonitis is 
not uncommon. It tends to run a severe and, in 
most instances, a rapidly fatal course. It begins 
acutely with violent abdominal pain, high fever, 
severe diarrhoea, and vomiting. The temperature 
may reach tos degrees F., but in some cases may fall 
below normal. 

Gonorrhceal peritonitis is seldom encountered in 
children. 

Tuberculous peritonitis is the most common 
inflammatory disease of the peritoneum in child- 
hood. The acute form of the disease is of two varie- 
ties, the diffuse or miliary, and the localized. 

The miliary type is an acute infectious process of 
the peritoneum associated with general miliary 
tuberculosis. The acute localized form has its site 
of origin in the appendix and the ileocecal group of 
mesenteric glands. The chronic form of tuberculous 
peritonitis presents itself in the ascitic, fibrinous 
(plastic), or caseous (ulcerous) form. 

Septic peritonitis may occur during the course of 
otitis with thrombophlebitis, acute tonsillitis, scarlet 
fever, and influenza. 

In the differential diagnosis of peritonitis, acute 
pyelitis, pneumonia, diaphragmatic pleurisy, stran- 
gulated hernia, injuries to the testes, and orchitis 
must be ruled out. 
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Laboratory aids in the diagnosis are trocar punc- 
ture and tests for indican in the urine. 

In infectious peritonitis the leucocyte count is 
usually high and shows an increase in the poly- 
morphonuclear cells. W. N. Rowtey, M.D. 


GASTRO-INTESTINAL TRACT 


Boldyreff, W. N., and Kellogg, J. H.: A Study of 
the Mechanism of Gastric Contractions. Bull. 
Battle Creck Sanit. & Hosp. Clin., Battle Creek, 
Michigan, 1929, xxiv, 289. 

The motor work of the stomach goes on during 
both digestion and fasting. The motor activity 
occurring during the period of alkaline reaction in 
the stomach differs from the phenomena which 
occur during the secretion of acid gastric juice. The 
secretory processes usually begin a little earlier 
than the motor processes. The intestinal contrac- 
tions begin before the gastric contractions. 

In a series of thirty experiments it was found 
that fresh active pancreatic juice is the only true 
excitant of the contractions of the empty intestine 
and stomach. The ferments of the pancreatic juice 
are the chief stimulants of the intestine, but if the 
amount present is too great, irritation, antiperistal- 
sis, and vomiting will occur. Bile, intestinal juice, 
gastric juice, and saliva introduced into the duo- 
denum are not capable of producing contractions of 
the intestine and stomach. Moderate spontaneous 
gastric secretion does not cause gastric contractions, 
but on the contrary inhibits them. Small amounts 
of acid introduced into the stomach produce the 
same reaction. 

The appetite stops the periodical gastric contrac- 
tion for a short time. When the stomach is filled, 
gastric contractions are inhibited by pain, psychic 
disturbances, warming of the body, and pharma- 
cological substances such as atropin. When diges- 
tion is not in progress, the acid gastric juice nor- 
mally inhibits contractions, but in the presence of 
irritation of the intestinal mucous membrane there 
is an increase in the contractions which may be 
accompanied by vomiting. Garsipe, M.D. 


Brown, A.: Congenital Hypertrophic Pyloric Steno- 
sis and Its Operative Treatment. Ann. Surg., 
1929, XC, 507. 

Brown briefly reviews the literature on pyloric 
stenosis and reports a series of twenty cases in which 
he operated. The ages of the babies in his cases 
ranged from twenty-eight days to six and one-half 
months. Fifteen of the infants were males. The 
diagnosis was made from the history of gastric 
vomiting without bile which began as regurgitation 
and developed eventually to projectile vomiting; 
the appearance of a peristaltic wave passing from 
left to right across the upper abdomen; beginning 
weight loss; scanty urine; stools without curds; and, 
in a few cases, the presence of a palpable tumor 
below the liver to the right of the midline. The 
author believes that in cases with this history and 


these physical findings operation is indicated without 
further delay. Fluoroscopy was not employed in 
any case by Brown, but one child had been examined 
fluoroscopically before it was seen by him. 

In the author’s opinion, the earlier the operation 
the better the chance for recovery and the less the 
danger of shock and dehydration. Feeding methods 
of treatment are not particularly successful. If the 
child is seen early and a definite diagnosis is made, 
Brown operates at once unless weight loss and 
dehydration are marked. In cases with severe 
dehydration the infant receives gastric lavage, procto- 
clysis with salt solution and glucose, and an intra- 
peritoneal injection of saline solution, and operation 
is performed after from twelve to eighteen hours. 

Brown performs the Rammstedt operation under 
ether narcosis with the baby held down on a pre- 
viously warmed narrow board by means of circular 
gauze bandages about the arms and thighs. The 
tumor is delivered through a right rectus incision 
and the muscle fibers are split in a longitudinal 
direction through the most avascular portion of the 
pylorus down to the mucosa. The tumor is dissected 
laterally with the handle of the scalpel until the 
mucosa pouts out into the incision freely. The 
pylorus is then dropped back into the abdomen and 
the abdominal wall is closed by suture after the in- 
troduction of saline solution through a rubber 
catheter into the peritoneal cavity. 

In the cases reviewed there were no deaths, and 
in no instance was the mucosa accidentally opened. 

Joun W. Nuzum, M.D. 


Gutzeit, K.: Gastroscopy in the Clinical Diagnosis 
of Gastric Conditions (Die Gastroskopie im Rah- 
men der klinischen Magendiagnostik). Lrgebn. d. 
inn. Med., 1929, XXXV, 1. 


This work is based on the author’s extensive 
experience. It attempts to evaluate gastroscopy as 
compared with other methods used in the clinical 
diagnosis of gastric conditions. In the first chapter 
the author gives a historical review of the develop- 
ment of the procedure. He states that the Schindler 
and Korbsch instruments supplement each other. 
The Schindler instrument is easier to manipulate 
and gives clearer pictures, but the Korbsch instru- 
ment is less disagreeable to the patient and can be 
introduced when the lower end of the oesophagus is 
abnormally bent toward the left. 

In 500 gastroscopies the author had no accident. 
He attributes this fact to the great care taken in the 
determination of the indications and the manner 
in which the examination was carried out. He em- 
phasizes that not a few persons are unsuited to 
gastroscopy. The percentage of patients subjected 
by him to gastroscopic examination was smaller 
than the percentage examined gastroscopically by 
others (85 per cent as compared with 95 or 96 per 
cent examined by Schindler, Huebner, and Hohlweg). 
In only about two-thirds of these cases was a good 
view of the stomach obtained. In one-third, large 
parts of the stomach and the pylorus were invisible. 
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Gutzeit discusses in detail the general preparation 
for the examination, the anesthesia, the position of 
the patient, the techinique of introducing the gastro- 
scope, and the difficulties experienced. The accidents 
reported in the literature he attributes to failure 
to consider contra-indications to the procedure or 
carelessness in the introduction of the gastroscope. 
While not all accidents have been reported, Hueb- 
ner’s collection (9 accidents in 3,627 gastroscopies) 
shows that the procedure is not very dangerous. 

In discussing the indications, the author warns 
against demonstration gastroscopies. The informa- 
tion to be obtained relates to the surface color, the 
contour of the inner surface, defects in the mucosa, 
motility phenomena, and mucus coating. The chief 
field for gastroscopy is the diagnosis of gastritis. 
Gutzeit believes that exact diagnosis will be possible 
only when pieces of tissue can be removed through 
the gastroscope for histological examination; there- 
fore the findings made up to the present time are 
to be evaluated with reserve. Gross changes in the 
mucosa, such as ridges, segmentation, marked color 
' changes, granulations, and ulcerations, are recog- 
nizable without anatomical control, but it is often 
— to determine whether they are recent or 
old. 

In the diagnosis of ulcer, a negative finding is not 
decisive as not all parts of the stomach can be seen, 
but gastroscopy is of value in revealing the inflam- 
matory changes in the mucosa around an ulcer. 
The author does not say whether the gastritis 
associated with ulcer is primary or secondary. He 
emphasizes that gastroscopy is of great value to 
determine the effect or lack of effect of non-operative 
treatment, but it does not show how many layers of 
the stomach wall are involved in a defect. In the di- 
agnosis of ulcer, gastroscopy should be used only in 
conjunction with other clinical and roentgenological 
methods of examination. 

With regard to the diagnosis of carcinoma, the 
author is much more skeptical than Schindler. He 
states that the differential diagnosis between car- 
cinoma and chronic gastritis is often very difficult 
and the occurrence of malignant degeneration of 
a chronic ulcer cannot be determined with the 
gastroscope. In the solution of these problems the 
excision of tissue which may be possible in the future 
will be of great aid. According to the author’s 
experience, gastroscopy hzs been of less aid in the 
diagnosis of cancer than the roentgen and general 
clinical examinations. It should be used only as a 
control for roentgen examination. 

Gastroscopy is of particular importance for the 
diagnosis of postoperative changes in the gastric 
mucosa, which are often not shown by the roentgen 
ray. It may reveal marked gastritis, spasm in the 
newly formed gastric outlet, swellings, ulcers at the 
site of anastomosis, and ulcers that were overlooked. 
It is of still greater value before operation. It will 
indicate the most favorable time for intervention, 
which is after subsidence of the acute inflammatory 
changes in the mucosa. 
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Of particular importance is the author’s compar- 
ison of gastroscopy with roentgen examination. The 
former is of value chiefly for the diagnosis of mucosal 
morphology and the latter for the diagnosis of 
gastric function, but as a diagnosis of mucosal 
changes can be made also with the X-ray it is evident 
that the roentgen procedure is the more important 
method. It cannot be replaced by gastroscopy. 
When the roentgen findings are positive, gastroscopy 
may be dispensed with. Very often, however, a 
positive roentgen diagnosis does not explain certain 
associated clinical symptoms. When this is the case, 
gastroscopy is advisable. 

Gastroscopy and exploratory laparotomy are also 
compared. The danger of the latter is as great as 
that of the former, but a fourteen-day period of 
convalescence after an exploratory laparotomy is to 
be compared with the half-hour required for gastro- 
scopic examination followed, at the most, by a sore 
throat for only a day. When all of the important 
parts of the stomach can be seen clearly with the 
gastroscope and no carcinoma or ulcer is found, the 
patient may be spared an exploratory laparotomy 
provided a carcinoma in some other place is not 
suspected. When the view of the stomach is unsatis- 
factory, exploratory laparotomy is justified. 

In another chapter the author reports his expe- 
riences and observations by means of case histories. 
These are illustrated by numerous excellent roent- 
genograms but no gastroscopic pictures. 

With regard to the réle of the muscle layer in the 
formation of folds, the author states that he was 
unable to see in the gastroscopic picture any regular 
movement of the mucosal folds such as that observed 
by Forssell. 

The diagnosis of gastritis is discussed in great 
detail. In this field, histological studies of the gastro- 
scopic findings are still completely lacking. The 
author discusses Schindler’s classification of gastritis 
(mucosal catarrh, hypertrophic gastritis, and 
atrophic gastritis) from the point of view of the 
anatomical studies of Stoerck and Konjetzny. He 
limits himself to a detailed account of the gastro- 
scopic findings. 

In Gutzeit’s opinion, the so-called superficial 
catarrh is noteworthy because the uncomplicated 
catarrhal superficial change is found most frequently 
in the oral part of the stomach (fornix and corpus). 
The superficial mucosal gastritis generally runs a 
benign course, under treatment, but has a marked 
tendency to recur. This changing focal inflammation 
of the mucosa gives the impression that the mucosa 
of the antrum and pylorus has a tendency toward 
a connective tissue reaction and the mucosa of the 
corpus a tendency toward exudative and atrophic 
changes. 

Hypertrophic gastritis is described in detail with 2 
roentgenograms, I gastroscopic picture, 2 photo- 
graphs of gross specimens, and 1 photomicrograph. 
The most marked proliferative changes in the mu- 
cosa were seen by the author in cases with stagnation 
of the gastric contents with acid fermentation, cases 
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of stenosis at the pylorus, in the duodenum, or above 
an hourglass constriction. 

In additon, the author describes a case of atrophic 
gastritis (demonstrated clinically by anacidity) 
and several cases of gastritis associated with lead 
poisoning, in which all types of chronic inflamma- 
tory changes of the gastric mucosa (hypertrophy, 
atrophy, erosions, ulcers, and small epithelial lesions) 
were found. He has seen true ulcers even in the ab- 
sence of gastric changes. 

Gutzeit discusses also gastritis associated with 
disease of the biliary tract, which is occasionally 
disregarded and is the cause of poor results of opera- 
tion on the biliary tract. In this condition gastros- 
copy is of special diagnostic aid. 

A large chapter deals with operations on the stom- 
ach. The author has studied 40 cases in which opera- 
tion was followed by poor results. The cause of the 
poor results was disease of the gastric mucosa which 
was present in every case and usually more severe 
than any other spontaneously developing gastric 
disease. This material strengthens the theory that 
in the surgical treatment of ulcer resection methods 
are best. Gastroscopic examination revealed prin- 
cipally hypertrophic processes and marked swelling 
of the entire mucosa. The oedematous catarrh is the 
typical form of gastritis found in persons who have 
been subjected to gastro-enterostomy. The failure 
of the gastro-enterostomy is to be attributed to a 
primarily existing chronic gastritis or a narrow 
swollen gastro-enterostomy stoma which led to 
gastritis by causing gastric ileus. 

Of the defects of the gastric mucosa, the author 
describes superficial epithelial lesions, erosions which 
he ascribed to an anemic or hemorrhagic infarct, 
and the typical round ulcer. With regard to the 
question as to whether the ulcer is a result of the 
gastritis, he agrees with Schindler who, unlike 
Korbsch and Hohlweg, sees no causal relationship. 
He states that ulcer and gastritis are different mani- 
festations of a disturbance which he calls a “‘pre- 
disposition.” In this process, peptic ferments play 
the chief réle. The chronic ulcer, which is always 
associated with’ signs of inflammation, frequently 
cannot be seen’ on gastroscopic examination. The 
author has repeatedly observed healing processes 
in chronic ulcer by endoscopic examination. The 
persisting gastritis in irreparable gastric changes is 
the cause of recurrence. 

With regard to the problem as to what factors 
cause niche formation, the author is of the opinion 
that the circular spasm described by Haudek, the 
mucosal formations observed by Forsell, and the 
swelling of the region surrounding the ulcer des- 
=— by Berg are responsible for deepening of the 
niche. 

In the diagnosis of carcinoma, gastroscopy is of 
aid only when roentgen differentiation between car- 
cinoma and perigastritis is impossible. It is of par- 
ticular value for the recognition of a carcinoma 
situated in the region of the cardia. In the diagnosis 
of carcinoma the roentgen procedure and gastroscopy 


supplement each other. An ideal early diagnosis of 
carcinoma cannot be made with the gastroscope. 
For the diagnosis of benign gastric tumors, gas- 
troscopy is to be preferred to all other methods. 
In conclusion the author discusses the value of the 
different clinical methods of examination as com- 
pared with roentgen and gastroscopic examination. 
WankE (Z). 


McCann, J. C.: Experimental Peptic Ulcer. Arch. 
Surg., 1929, xix, 600. 

In this study the technique of surgical duodenal 
drainage was so modified that the alkaline secretions 
of the duodenum were shunted from the distal side 
of the pylorus into the fundic portion of the stomach. 
Despite the volume of alkalies drained into the stom- 
ach, ulcers still formed in the anastomosed jejunum 
ir. approximately 80 per cent of the experiments. 

Evidence was obtained which substantiated 
Mann’s interpretation of the important mechanical 
factors that are active in causing these experimental 
ulcers and which probably influence the localization 
of clinical ulcers. On the duodenal side of the py- 
lorus these mechanical factors are the force of the 
impinging stream ejected through the pylorus and 
the destructive friction of coarse cellulose foods on 
the reparative granulations and epithelial cells of a 
healing ulcer. On the gastric side of the pylorus 
there is the same friction of coarse cellulose food 
augmented in the prepyloric segment by the absence 
of protective ruge, particularly on the lesser curva- 
ture, and by the vigorous tonic and peristaltic con- 
tractions of this segment which appear in response 
to an adequate meal. 

In a long series of experimental studies, Mann and 
his co-workers produced typical peptic ulcers by in- 
juring the neutralizing mechanism in the duodenum 
so that the acid chyme from the stomach could act 
on the mucosa without hindrance. In earlier studies, 
McCann found that the mechanical factors active in 
producing such ulcers and presumably influencing 
clinical ulcers are the force of the stream ejected 
through the pylorus, the friction of coarse cellulose 
food, and the vigorous motor activity of the pre- 
pyloric segment. 

Employing a method of fractional gastric analysis 
which he devised for use on the dog, McCann has 
found the chemical factor underlying the production 
of these ulcers to be normal acid-peptic activity. 
The ulcers produced exhibit the highly destructive 
character of the gastric chyme. Of great significance 
is the gradient of immunity of the mucosa of the in- 
testinal tract to ulceration, which probably is the 
deciding factor determining the greater frequency of 
duodenal ulcer as compared with gastric ulcer and 
the tendency of jejunal ulcer to develop following 
gastro-enterostomy. 

As spontaneous experimental ulcers of the chronic 
type produced in these experiments never developed 
in the stomach, these studies demonstrate that the 
gastric mucosa possesses considerable immunity to 
the autolytic activity of the acid and pepsin secreted 
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by the stomach, whether exposed to it for a normal 
period or for a prolonged period. The normal duode- 
nal mucosa is also completely immune to this ac- 
tivity under the conditions of a normal relationship 
between the acid chyme ejected through the pylorus 
and the neutralizing secretions present in the 
duodenum. 

With slight disturbances of the interrelationship 
of normal functions in the pyloric region, the ordi- 
nary factors active in this segment assume pathologi- 
cal significance. Experimental disturbance of these 
relationships has developed a considerable amount 
of evidence that stands in answer to Cohnheim’s 
statement that the real difficulty is in determining 
“the unknown something which prevents the healing 
of ulcer.” The evidence indicates that the “un- 
known something” may be the normal acid-peptic 
activity of the gastric chyme with the mechanics of 
the region which act as a definite handicap once a 
lesion has been established. 

The literature contains little on autolysis of the 
stomach. Two such instances, observed in an experi- 
mental study, are reported. ‘There may be a general 
analogy between the intracellular enzymatic ac- 
tivity responsible for general autolysis and the extra- 
cellular enzymatic activity responsible for these in- 
stances of autolysis of the gastric mucosa. This 
process may represent the mechanism by which 
isolated ulcers of the mucosa are established when 
there is a local reduction in the immunity of the 
mucosa to autolytic activity. It is probable that the 
mucous secretion of the stomach, by virtue of its 
capacity to combine with free acid, forms tlie princi- 
pal defense of the gastric mucosa against autolysis. 


Cole, L. G.: Gastric Ulcer: The Results of Opera- 
tion for Corporic Ulcer. Am. J. Surg., 1929, vii, 
530. 


Cole classifies gastric ulcers into three groups) 
viz., those in the vertical part of the stomach, i.e., 
so-called body or corporic ulcers; those in the pyloric 
region or antrum or the pyloric region just proximal 
to the pyloric valve, the pyloric group; and those 
most frequently located in the cap or the so-called 
first portion of the duodenum. 

He reviews twenty-six cases, eleven of which were 
treated by gastric resection, ten by excision of the 
ulcer, and five by gastro-enterostomy without ex- 
cision. 

Of the eleven patients treated by gastric resection, 
six lived to leave the hospital and five died while in 
the hospital. 

Of the ten patients treated by excision, two had 
a mucosal ulcer and one an already healed ulcer. 
Of the remaining seven, two died, three were 
benefited, and the condition of two became worse. 

Of the five patients treated by gastro-enterostomy, 
all lived, but the author questions whether the ulcer 
—_— because of the gastro-enterostomy or in spite 
of it. 

Cole concludes that mucosal ulcers are superficial 
and transitory and are not to be considered surgical. 
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He believes that an ulcer becomes surgical if it 
distorts the stomach, but in the twenty-six cases 
reviewed there was none of this type. Ulcers oc- 
curring nearer the greater curvature than the lesser 
curvature should be regarded as being located in 
cancer areas. Any ulcer which increases in size 
after the initial avulsion of the crater should be re- 
garded as malignant or at least not as a benign type 
of lesion. 

Gastric resection for ulcers of the corpus has such 
an extremely high mortality that it is not justified. 

Gastro-enterostomy for corporic ulcers is merely 
an excuse to do something. 

In conclusion the author states that surgery should 
be resorted to in cases of corporic ulcer only when 
the lesion is found by X-ray examination to increase 
in size during a three weeks’ period of rest in bed. 

Joun W. Nuzoum, M.D. 


White, F. W.: Observations on the Healing of 
Gastric Ulcer. N. England J. Med., 1929, cci, 1075. 


In the diagnosis of gastric ulcer, in the observa- 
tion of the healing of the ulcer, and in the demon- 
stration of the immediate results of medical treat- 
ment, the roentgen ray is of great value. 

Accurate diagnosis is the most important single 
factor in the treatment. Prolonged medical treat- 
ment is contra-indicated in cases with serious com- 
plications, perforation, recurrent hemorrhage, and 
marked pyloric obstruction which does not yield, 
and in the cases of patients who, because of financial 
or social reasons or lack of intelligence, are unable 
to carry it out. 

A study of fifty. of the author’s cases over a 
period of years showed that gastric ulcer usually 
heals in the intervals between symptoms, and that 
healing may occur within a month or six weeks. 
The length of time required for healing varies for 
from one week to six months. 

In the cases reviewed, the time of healing was not 
much affected by the age of the patient, the size of 
the ulcer, or the duration of the symptoms. White 
tries medical treatment first just as in cases of 
duodenal ulcer. Surgery is not the primary treat- 
ment. He watches the immediate results of treat- 
ment with the greatest care by frequent examinations. 
Ulcers of the lesser curvature are much easier to 
watch with the X-ray than others, and yield remark- 
ably well to medical treatment. In a persistent 
follow-up for from three to nine years of fifty cases 
of gastric ulcer treated medically, including some 
in which late operations were done, only one in- 
stance of the probable development of cancer on 
an ulcer basis was discovered. ‘The incidence of 
malignancy in this series was therefore 2 per cent. 
This low figure may be due to the fact that when 
the size of the ulcer could be estimated the majority 
of the lesions were found to be of small or medium 
size. According to the author’s experience, medical 
treatment of gastric ulcer is safe if the cases are 
very carefully chosen and followed up. 

Morris H. Kann, M.D. 
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Jordan, S. M.: Gastric Ulcer and Cancer. J. Am. 
pe M. Ass., 1929, xciii, 1642. 

The frequency of gastric carcinoma, its insidious 
onset, and the generally unsatisfactory results of 
surgery unless the lesion is in its very early stages are 
probably responsible for the still prevalent assump- 
tion that all gastric lesions should be treated surgical- 
ly because of the danger of malignancy. Lesions of 
the stomach may be divided into three groups: (1) 
frankly malignant lesions, (2) frank ulcers, and (3) 
questionable ulcers and carcinomata. 

Gastric ulcers need not all be regarded as malig- 
nant or even potentially malignant. Cases of frank 
ulcer in which roentgen examination shows com- 
plete disappearance of the lesion and the clinical 
symptoms are completely relieved may be regarded 
as healed. However, a certain percentage of frank 
ulcers are of the callous and penetrating type. While 
these may heal partially with complete relief of 
symptoms, they are still discernible in a careful 
roentgen examination and should be resected as 
they are a source of chronic irritation in an organ 
susceptible to malignant degeneration and because 
there will later be a recurrence of the symptoms with 
recrudescence of the ulcer crater. 

Cases in which malignancy is suggested should be 
treated by radical surgery if, after two or three weeks 
of medical treatment, occult blood does not disap- 
pear completely from the stools, the symptoms are 
not completely relieved, the roentgen defect does 
not disappear, and the contour and tone of the 
stomach are not restored to normal. 

With the exception of cases in which palliative 
gastro-enterostomy is indicated, for an inoperable 
malignant growth, the surgery of gastric lesions 
should always be radical resection since all lesions 
that are not potentially malignant can be healed by 
medical treatment. Morris H. Kaun, M.D. 


Hurst, A. F.: The Precursors of Carcinoma of the 
Stomach. Lancet, 1929, ccxvii, 1023. 

Hurst states that in about 75 per cent of cases of 
carcinoma of the stomach the condition is secondary 
to chronic atrophic gastritis. These include most 
cases with a short history, almost all of those with 
achlorhydria, and most of those with hypochlorhy- 
dria. In about % per cent of cases the carcinoma is 
secondary to gastric polyposis, which is probably a 
result of hypertrophic gastritis. In these, the history 
is generally long and achlorhydria is probably always 
present. In about 20 per cent of cases, the carcinoma 
is secondary to chronic gastric ulcer. These con- 
stitute a large majority of the cases with a long 
history, all of those with hyperchlorhydria and a 
high normal acid curve, and almost all of those with 
average normal acidity. In about 4.5 per cent of 
cases the carcinoma is secondary to a simple adeno- 
ma of the stomach. In these, the history is likely to 
be short and the test meal shows nothing character- 
istic. 

The author is convinced that all chronic gastric 
ulcers, however large and however deeply they in- 


volve the pancreas, are capable of healing under 
prolonged medical treatment so long as they have 
not given rise to mechanical obstruction. He sees 
no reason for advising surgical treatment of a gastric 
ulcer producing no obstruction. For the less common 
prepyloric ulcer, he advises partial gastrectomy as it 
may be quite impossible to recognize early malignant 
changes by simple inspection and the X-ray gives 
far less definite information than in the case of the 
more frequent ulcer of the lesser curvature. 

Hurst discusses also the recognition, prophylaxis, 
and treatment of chronic gastritis. 

Jacos M. Mora, M.D. 


Finney, J. M. T.: The Development of Surgery of 
the Stomach. Ann. Surg., 1929, xc, 829. 


Finney considers especially the part played by 
American surgeons in the development of the surgery 
of the stomach, but cites also the contributions of 
others from the time of Hippocrates up to the 
present day. 

The suture material of the early days consisted of 
large ant heads, small filaments detached from the 
intestine; of animals, silk, and linen. 

The earliest surgical procedure on the stomach 
was the closure of accidental wounds. The first 
planned operation was reported by Gunther, quot- 
ing Crollins. It was the removal from the stomach 
of a knife 9 in. long by Mathis in 1602. The patient 
recovered. 

Apparently the first operation performed on the 
stomach by an American surgeon was the suturing 
of a stab wound, which was reported in 1812. 

In 1837, Egeberg, of Norway, first recommended 
the formation of a permanent fistulous opening in 
the stomach through the abdominal wall. Nine 
years later this operation was given the name ‘“‘gas- 
trostomy.” Sédillot in 1849 reported the first case 
of planned gastrostomy performed on a human 
being. The patient died. The first gastrostomy by 
an American surgeon was performed in 1869 by 
Maury of Philadelphia. 

Reference is made to the work of Merrem, Bill- 
roth, Czerny, Kaiser, Kocher, Péan, and others. 

The first resection of the stomach was performed 
by Péan in 1879, and the first successful operation of 
this kind was reported by Billroth in 1881. The 
first pylorectomy performed by an American surgeon 
was done by Winslow of Baltimore in 1884. 

Gastro-enterostomy was first performed in 1881 
and was reported by Woelfler of Billroth’s clinic in 
the same year. Ransohoff, of Cincinnati, was the 
first American surgeon to perform this operation. 
He reported it in 1884. 

Jaboulay in 1892 first suggested gastroduodenos- 
tomy and performed the operation two years later. 

Gastrectomy was first performed in America by 
Conner, of Cincinnati, in 1884. Of the first dozen 
gastrectomies, six were done by American surgeons. 
The first successful total gastrectomy was reported 
by Schlatter, of Zurich, in 1897, and the second, by 
Brigham, of San Francisco, in May, 1898. 
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In 1910, Payr of Leipzig recommended the “sleeve 
resection” of the stomach. 

The surgeon’s problem is twofold—diagnosis and 
treatment. Diagnosis may be established only after 
careful and perhaps prolonged study of the case. 
The services of an internist may prove most valu- 
able. At times a positive diagnosis may be impos- 
sible without an exploratory incision, and in rare 
cases not even then. After the diagnosis has been 
made, it becomes a matter for mature surgical judg- 
ment to decide which surgical procedure is most 
likely to give the best results in the particular case. 
The author states that he has long since abandoned 
the pernicious habit of deciding beforehand what he 
will do in operating on a given case as each case is a 
law unto itself. It is poor judgment and worse sur- 
gery to push the use of any operative method be- 
yond its anatomical and physiological limitations. 
By so doing, the surgeon courts disaster. 

When these fundamental principles of surgery, 
abundantly established as they have been both his- 
torically and by the combined experience of leading 
surgeons everywhere, come to be thoroughly under- 
stood and more generally observed, much of the 
present dissatisfaction with the end-results of sur- 
gery of the stomach upon the part of both the pa- 
tient and surgeon will disappear. 

R. Stemxke, M.D. 


Buerger, M., and Konjetzny, G. E.: The Utiliza- 
tion of Nourishment After Total Extirpation 
of the Stomach (Ueber die Nahrungsausnutzun 
nach Totalextirpation des Magens). Zentralbl. fi 
Chir., 1929, Pp. 1154. 

In the case of a patient subjected to total gas- 
trectomy the authors attempted to determine which 
diets are tolerated best after complete removal of the 
stomach. The intake and output were accurately 
measured and the caloric loss determined during 
periods of carbohydrate, fat, protein, and mixed 
feeding. 

The results showed that the caloric loss in all types 
of feeding is relatively small (between 7.49 and 12.2 
per cent). While the loss in proteins and carbo- 
hydrates remained within physiological limits, the 
fat metabolism showed a marked disturbance. The 
authors attribute this disturbance to the lack of the 
hydrochloric acid reflex with consequent insuffi- 
ciency of pancreatic and biliary secretions. They 
therefore conclude that persons subjected to total 
gastrectomy should be fed small portions of mixed 
foods and when a severe disturbance of fat absorp- 
tion occurs the administration of fresh pancreas is 
desirable. Bance (Z). 


Mueller, E. F.: Paralytic Ileus (Ueber den paraly- 
tischen Ileus). Mitt. a.d.Grenzgeb. d. Med. u. Chir., 
1929, xli, 417. 

The author attempts to analyze the origin of the 
individual symptoms in the paralytic ileus of peri- 
tonitis. In the course of a local infection in the 
abdominal organs there develops, as the result of 
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an autonomous-vegetative reaction, a dilatation of 
the vessels in the splanchnic area with a correspond- 
ing reactive withdrawal of blood from the periphery. 
As a result of this disturbance in the distribution of 
the blood, there is a change also in function in the 
splanchnic region and the periphery. Synchronous 
with the distention of the vessels, there is reflex 
stimulation of secreting cells in the stomach and 
intestines. This is followed by the increased pro- 
duction of concentrated gastric juice, mucus, and 
bile with distention of the gastro-intestinal tract 
which explains a series of typical ileus manifestations 
such as discomfort, nausea, and vomiting. 

Of practical importance is the author’s conclusion, 
in agreement with the view of Levy, that the paral- 
ysis of the bowel in the early stages of peritonitis is 
not to be regarded as a muscular paralysis. It is the 
result of the increased vegetative stimulation which 
leads to an increase in the volume and elongation of 
the smooth musculature. In contrast to striated 
muscle, which reacts to stimulation with the charac- 
teristic rhythmic contraction, this capacity for con- 
traction is absent in smooth muscle. Peristaltic 
movements which arise simply from shrinkage of the 
intestinal musculature cannot occur as long as the 
condition of increased volume persists. Consequently, 
the clinical picture of intestinal paralysis results 
from the excitation state in the splanchnic area 
caused by the peritoneal infection. Under physio- 
logical conditions, the transmission of vegetative 
stimulation leads to segmental relaxation of the af- 
fected portion of bowel. Contraction occurs only 
when the irritating impulse ceases, as the reaction 
of the previously stimulated intestinal musculature. 
If the irritation continues, as is the case in peritoneal 
infection, intestinal contractions do not occur and 
the bowel remains in a relaxed and dilated state. 
Therefore in peritonitic paralysis of the bowel the 
autonomy of the intestine is disturbed by excessive 
impulses transmitted by way of the vegetative 
trunks. 

Experimental evidence confirms this view. The 
author infected dogs by the intravenous injection of 
a bacterial emulsion and then determined the quan- 
tity of lymph flowing through the thoracic duct. 
During the stage of intestinal inactivity, which was 
regularly observed after the experimental infection, 
the flow of secretion through the thoracic duct in- 
creased and when peristalsis returned it again dimin- 
ished. The increased stimulation in the nerve trunks 
of the gastro-intestinal canal leads to insufficient 
closure of the cardia and pylorus. This explains the 
backing-up of duodenal fluid into the stomach and 
cesophagus at the beginning of paralytic ileus. The 
occurrence of antiperistaltic movements is denied 
by the author. 

Similar occurrences must be assumed to explain 
the almost regular appearance of abdominal symp- 
toms in general infections. In these conditions also 
there is a reactive hyperemia with increased func- 
tion in the splanchnic region, as is indicated by the 
hyperemia and increased activity of the liver and 
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spleen in febrile states, as has been demonstrated by 
the author, Hueck, and others. If the increased ac- 
tivity of the abdominal organs continues too long in 
persisting peritoneal infection, biological exhaustion 
eventually occurs with irremedial injury of the cells. 
It has been demonstrated in animal experiments 
that the measurable total function of the stomach 
and intestinal cells decreases considerably after a 
certain time. Simultaneous with the decrease in the 
stimulation of secretion as the result of beginning 
biological insufficiency, blood and bacteria appear 
in the secretions. The exhaustion which follows ex- 
cessive function may thus lead to profuse parenchy- 
matous hemorrhages. However, these late results 
are rarely seen in clinical cases as death usually oc- 
curs before such an extreme exhaustive state of the 
intestinal wall supervenes. In experimental bac- 
teraemia, the lymph obtained from the thoracic duct 
is at first sterile. It contains bacteria only in the 
later stages, when red blood cells also appear. In 
the author’s opinion, this fact is further evidence 
that the clinical manifestations of paralytic ileus in 
peritonitis do not depend on functional paralysis of 
the bowel, since the intestines retain the specific 
capacity for secretion and absorption and, above all, 
of protecting the tissues until an extremely advanced 
stage of the disease. 

From this explanation of the development of the 
paralytic state of the bowel, the importance of the 
known therapeutic measures becomes evident. Most 
important would seem to be sweating and the appli- 
cation of heat to the skin to overcome the congestion 
of blood in the splanchnic area. In addjtion, atropin 
and morphine should be given to reduce the in- 
creased transmission of stimulating impulses by the 
nervous apparatus. CoKKALts (Z). 


McWhorter, G. L.: Acute Obstruction of the Small 
Intestine Due to a Gall Stone: Recovery Follow- 
ing Operation. Arch. Surg., 1929, xix, 915. 

The author reports a case of acute intestinal ob- 
struction due to a gall stone impacted in the lower 
ileum. Operative removal of the stone was followed 
by recovery. 

A review of the literature indicates that such ob- 
struction is most common between the ages of fifty 
and seventy years, and is more frequent in women 
than in men. 

The gall stones gain access to the intestinal tract 
by perforation from the gall bladder or by way of 
the common duct. In twenty-five of thirty-six cases 
studied by Courvoisier there was a fistula from the 
gall bladder into the duodenum; in one case, a fis- 
tula into the ileum; and in two cases, a fistula into 
both the duodenum and colon. The site of incar- 
ceration of the gall stones is usually found in the 
terminal ileum. 

Roentgenograms may show characteristic evidence 
of intestinal obstruction together with the shadow 
of the stone. 

The treatment is immediate operation. Enter- 
otomy usually suffices. Jacos M. Mora, M.D. 


Eliason, E. L., and Hinton, D.: Chronic Duodenal 
Ulcer. Surg. Clin. N. Am., 1929, ix, 1127. 

Most cases of duodenal ulcer can be divided into 
4 groups according to the symptoms and patholog- 
ical changes. In the first group may be placed those 
without symptoms until perforation of the ulcer 
occurs. The patients whose cases belong in this 
group are usually young, and because of the absence 
of a suggestive history the condition is often in- 
correctly diagnosed. To the second group belong 
the chronic ulcers with recurrent exacerbations of 
the typical symptoms of hunger pain, food ease, 
and periodicity. In the third group are chronic cases 
in which the lesion has become more fibrosed, rigid, 
and contracted as the result of scar-tissue formation. 
This process causes a change in the symptoms. Pain 
and dyspepsia become negligible and the local ten- 
derness disappears, but the patient complains of a 
feeling of fullness in the epigastrium. Perforation 
and hemorrhage are apt to occur. If they do not 
occur, the picture changes to that characteristic of 
cases in the fourth group in which the ulcer is cica- 
trized, the lumen of the duodenum is narrowed, the 
duodenum and pylorus are distorted by adhesions, 
obstruction is the dominant feature, and the patient 
complains of a constant bloated feeling associated 
with nausea. It is in such cases particularly that 
fluids in large amounts should be given parenterally 
or by rectum and in which spinal anesthesia is 
especially desirable. 

Of 137 cases of chronic duodenal ulcer reviewed 
by the authors, only 19 were those of females. Pain 
was the most common symptom, occurring in 103 
cases. Tenderness was present in 48 of the cases 
without rupture and 28 of those with rupture, and 
rigidity was found in 14 cases without rupture and 
29 of those with rupture. In only 11 cases was the 
X-ray report doubtful or negative. 

Battry, M.D. 


Finney, J. M. T., and Hanrahan, E. M.: The Surg- 
ical Treatment of Duodenal Ulcer. Ann. Surg., 
1929, XC, 904. 

A true evaluation of any therapeutic procedure is 
possible only when the natural history of the disease 
against which it is used is taken into consideration. 
In determining the therapeutic value of a surgical 
procedure such as pyloroplasty or gastro-enteros- 
tomy in duodenal ulcer, two standards of comparison 
may be used. The first is the result obtained follow- 
ing expectant or medical treatment alone, and the 
second the result following the use of other surgical 
procedures. As the cause and pathogenesis of duo- 
denal ulcer are not yet clear, all forms of treatment, 
both medical and surgical, are based upon accumu- 
lated experience and are therefore largely empirical. 
Both medical and surgical procedures aim to relieve 
pain, secure better drainage, place the affected part 
at rest, limit the amount of trauma caused by the 
passage of rough and irritating foods, and eliminate 
any foci of infection that may be present elsewhere 
in the body. 
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Crohn’s studies of the immediate and late results 
in medically treated cases of duodenal ulceration 
agree in general with those reported by others. 
Crohn finds that the immediate results are very good, 
86 per cent of the patients being apparently cured 
and only 14 per cent not benefited. Most of the 
recurrences become apparent during the second six 
months, when 34 per cent of seemingly cured pa- 
tients develop unfavorable symptoms. In succeed- 
ing years, new cases of recurrence are added, but not 
at the same rate of progression. Within four years, 
50 per cent of the apparently cured cases will have 
relapsed. On the other hand, surgery, according to 
its advocates, will cure 90 per cent of the patients 
who survive the operation. After the operative 
mortality has been deducted, the percentage of 
patients who are immediately benefited by either 
medical or surgical treatment is essentially the same, 
but as the length of time following the treatment 
increases, recurrences appear more frequently in the 
medically treated group. 

The choice of treatment may well be based on the 
age, temperament, and economic condition of the 
patient and the duration and severity of the symp- 
toms. The patient who is over forty years of age, 
who has had symptoms either constantly or even 
recurrently over a period of years, and who, because 
of temperament or lack of means, is unable to follow 
the necessary dietary regimen is more properly a 
subject for surgery than the young man who has 
very recently developed signs of duodenal ulcer and 
whose occupation, means, and temperament permit 
him to pursue a properly regulated and supervised 
course of medical treatment. If, after a fair trial of 
medical treatment, the disease has not been con- 
trolled, surgery seems to be indicated. 

As definite indications for surgery, the authors 
list perforation; organic obstruction; impaired mo- 
tility; repeated haemorrhages; persistent pain or 
discomfort, due to local peritonitis or perigastric or 
periduodenal adhesions; unrelieved pyloric spasm; 
chronicity; repeated failure of medical and dietetic 
measures to give relief when the treatment and after- 
treatment have been wisely advised and conscien- 
tiously carried out; cases in which economic factors 
necessitate limiting the period of disability; the 
possibility of malignant degeneration of gastric ulcer, 
as suggested by gradually falling acidity, persistent 
occult blood, and slight lessening of the appetite, 
strength, blood count, etc.; and the possibility that 
the ulcer may be secondary to, or its symptoms kept 
up by, disease of the appendix or gall bladder or both. 

In 1927, the authors began a study of the late 
results following all operations which had been 
performed upon the stomach and duodenum in the 
Johns Hopkins and Union Memorial Hospitals in the 
years from 1900 to 1925. They believe that a period 
of at least two years must have elapsed before the 
late results of an operation for duodenal ulcer may be 
determined with any degree of assurance. 

In 380 consecutive cases of operation for duodenal 
ulcer the operation most frequently employed was 


313 


pyloroplasty. This was performed upon 139 patients, 
52 of whom were subjected also to an additional 
operation such as appendectomy or cholecystectomy. 
Gastro-enterostomy was done on 96 patients, 39 of 
whom had an additional operation. In the first six 
months there were 8 deaths, a mortality of 5.8 per 
cent, in the first group, and 16 deaths, a mortality 
of 16.6 per cent in the second group. The results 
therefore appear to indicate that the mortality dur- 
ing the first six months after operation is nearly three 
times greater after gastro-enterostomy than after py- 
loroplasty. In 15 cases in which partial gastrectomy 
was done for duodenal ulcer there were no immediate 
deaths. 

In the groups of this series which were large 
enough for statistical purposes, from 15 to 20 per 
cent of the patients could not be traced after their 
discharge from the hospital. Of 64 patients treated 
by gastro-enterostomy who survived the operation 
for six months, 54 (84.3 per cent) were living and in 
better condition two years or more after the opera- 
tion. The corresponding percentage in the group 
treated by pyloroplasty was 85.8 per cent. Four 
(6.2 per cent) of those treated by gastro-enterostomy 
and 11 (10.3 per cent) of those treated by pyloro- 
plasty who survived the operation for six months 
were not benefited. However, while 9.5 per cent of 
the patients subjected to gastro-enterostomy died 
after six months, only 3.7 per cent of those treated 
by pyloroplasty died after that length of time. The 
figures indicate that about 90 per cent of those who 
survive the usual surgical procedures are markedly 
benefited, but that this high percentage is reached 
only after an operative or immediate mortality of 
about 10 per cent for the entire surgical group. 

In the evaluation of medical and surgical treat- 
ment of duodenal ulcer, it must be borne in mind 
that the two types of treatment are hardly compar- 
able since surgery usually begins after medicine has 
failed. In the series of cases reviewed, pyloroplasty 
was done in the more favorable cases while gastro- 
enterostomy was reserved for cases in which pyloro- 
plasty was not thought advisable—perhaps the 
more difficult cases. This may help to explain the 
favorable results under medical treatment and the 
rather high mortality rate after gastro-enterostomy. 

MANUEL E. Licutrenstern, M.D. 


Mallet-Guy, P., and Etienne-Martin, M.: Pro- 
lapse of the Left Iliac Anus and Its Complica- 
tion by Strangulation (Les grands prolapsus des 
anus iliaques gauches et leur complication d’étran- 
glement). J. de chir., 1929, Xxxiv, 425. 


Prolapse is a frequent and very important com- 
plication of artificial anus. In the early stages it is 
a simple eversion of the mucous membrane. In a 
more advanced stage a mucous cylinder forms and 
the intestine everts outward. There may be a 
cylinder of intestine from 3 to 12 cm. long extending 
downward and inward. Associated with this pro- 
lapse there is always eventration; the wall of the 
abdomen for some distance around the opening is 
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weakened and apparently atrophied. The prolapse 
may become strangulated. ‘The authors report 
seven cases representing the different stages. 

In addition to too large an orifice, the factors 
responsible for such prolapse are a too-long mesen- 
tery and weakness of the abdominal wall. There- 
fore, as preventive measures, the colostomy opening 
should be made as small as possible and the wall 
reconstructed in three layers. The intestine and 
mesentery should be fixed either by Gangolphe’s 
double ligature or by colopexy. One of the best 
prophylactic measures is avoidance of the use of a 
collecting apparatus. If the anus is properly made 
it will soon become continent. The patient may 
wear an ordinary abdominal band with a layer of 
cotton in front of the opening or, in case of diar- 
rhoea, a small inflatable pad. 

When the prolapse becomes strangulated, opera- 
tion must be performed; otherwise gangrene with 
serious sepsis will result. Operation may be intra- 
abdominal or extra-abdominal. The authors believe 
that in the great majority of cases it should be extra- 
abdominal and that nothing more should be done 
than resection of the prolapsed part of the intestine. 
Operation is unnecessary in simple prolapse of the 
mucous membrane. Auprey G. Morcan, M.D. 


Horsley, J. S.: Carcinoma of the Colon. J. Am. M. 
Ass., 1929, xciii, 1372. 

The type of operation best suited to malignancy 
of the colon depends on the extent and nature of the 
growth, the patient’s general condition, and the 
presence or absence of obstruction. If there is acute 
obstruction nothing more should be done than 
enterostomy. If the cancer is operable, it should be 
excised after several weeks of general pre-operative 
preparation consisting of irrigations through the 
enterostomy tube, the intravenous administration of 
glucose and saline solution in amounts of from 
1,000 to 2,000 c.cm. a day, and a high caloric diet of 
carbohydrates without animal proteins. The intra- 
peritoneal administration of vaccines prepared from 
fatal cases of streptococcus and colon bacillus 
peritonitis has also been found of value. 

As a rule, the multiple stage operation of Mikulicz 
will be found preferable to the more ideal prim- 
ary anastomosis. However, it is advantageous to 
modify the typical four-stage Mikulicz by extra- 
peritonealizing and excising the growth in one 
rather than two steps as this removes the chance of 
contamination by cancer cells and the absorption of 
toxic material from the growth. 

Bartey, M.D. 


Bowing, H. H., Fricke, R. E., and Smith, N. D.: 
The Treatment of Malignant Tumors of the 
Rectum by Radium and Roentgen Rays. 
Radiology, 1929, xiii, 443. 


The majority of the cases reviewed were inoper- 
able, because of the size and extent of the primary 
lesion, local metastasis, metastasis to important vis- 
cera, or poor general condition. Adenocarcinomata 
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of a rather moderate degree of malignancy predomi- 
nated. These tumors are sensitive to irradiation, but 
vary in their degree of sensitiveness. 

In the cases selected for irradiation alone colos- 
tomy is of secondary importance, but if the indica- 
tions are definite it should be done. Colostomy 
splints the bowel, facilitates cleansing, and aids 
thorough treatment. 

The diagnosis is usually made readily by palpa- 
tion and proctoscopic examination. Biopsy is neces- 
sary in only a few cases. However, a specimen 
should be removed since the grading of the malig- 
nancy of the tumor is important to both the surgeon 
and the radiologist. 

The size, character, situation, and grade of malig- 
nancy of the rectal growth as well as the patient’s 
general condition should determine the treatment; a 
standard treatment should not be employed in all 
cases. As yet, definite recommendations regarding 
the most effective treatment cannot be made. 

The risk of treatment with radium is very slight. 
Radium and roentgen rays alone in selected cases or 
in combination with surgical procedures will give the 
best results. Every endeavor should be made to 
individualize the treatment. Prophylactic treat- 
ment seems indicated in all cases in which adequate 
surgical intervention is employed, but can be applied 
only as a routine measure. All patients should be 
under careful and repeated observation. 

Palliation can be expected from reducing the po- 
tentials for destruction inherent in the primary 
growth. Improvement is manifested by a decrease 
in the rectal discharge and the pain, reduction of the 
size of the tumor, and cessation of the bleeding. 

The results are in the main encouraging. There 
must be full coéperation of all concerned in the care 
of the patient. The assistance of a competent proc- 
tologist is highly desirable. 


Verdi, W. F.: Resection of the Rectum for Cancer 
— Continuity Restored. Ann. Surg., 1929, xc, 

Soom, 2. F.: End-Results of Radical Operations 
for Carcinoma of the Rectum. Ann. Surg., 1929, 
xc, 675. 

VERDI states that in cases of cancer of the rectum 
the intricate network of lymphatics in the rectum 
prevents a block resection such as is possible in can- 
cer of the tongue and cancer of the breast. When 
surrounding structures are involved, the condition 
is considered inoperable and nothing more than 
simple colostomy is done. 

Rectal cancers situated below the cul-de-sac are 
operated on by the sacral route, and those situated 
above the cul-de-sac by the abdominal route, but 
in every case an abdominal exploration should be 
done first to determine the extent of the disease and 
the presence of metastasis. 

Verdi reports 60 cases. Thirty-four of the patients 
were men. The 1 patient who died survived for 
five years. All of the others (some of whom were op- 
erated upon nine years ago) are well, with no signs 
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of recurrence. On account of its high mortality, the 
abdominoperineal operation is not favored by the 
author. Verdi’s plan of preliminary colostomy with 
secondary removal after an interval of two weeks 
gave much better results with a mortality rate of 
only 12 per cent. The majority of the lesions in the 
cases reviewed showed a low grade of malignancy. 
They might be classified as ‘adenoma destruens,”’ or 
as of Grade 2 in Broder’s classification. 

The author describes the lymph-node distribution 
as given by Grota and outlines his technique as 
follows: 

In cases in which the cancer is situated below the 
cul-de-sac, the bowel is delivered through a supra- 
pubic incision and a sigmoid colostomy is made 
through a left gridiron incision. In the second stage, 
spinal anesthesia is employed. The coccyx and 2 or 
3 segments of the sacrum are completely removed. 
The bowel is then freed above the internal sphincter 
by careful dissection and divided by a Payr clamp 
and cautery above the sphincter. The upper rectum 
is freed and all alveolar and glandular tissue re- 
moved down to the pelvic fascia. The vessels run- 
ning laterally to the rectum are severed, but the 
superior hemorrhoidal artery must be preserved. 
The rectum is brought out through the sacral wound 
and removed. The sigmoid is carried down through 
the dilated anus and sutured to the mucocutaneous 
juncture with interrupted chromic catgut. The 
wound is then partially closed and packed with 
Penrose drains and iodoform gauze. ‘Two or more 
operations are sometimes necessary to close the 
wound. The colostomy is closed after an interval of 
from two to four months to allow complete closure 
of the perineal wound. 

In the author’s opinion the occurrence of down- 
ward metastasis from a tumor is due to the implan- 
tation of cancer cells at the time of operation. 

Jones believes that the diagnosis of carcinoma of 
the rectum is not given the attention it deserves by 
the physician. He states that the textbooks stress 
the late symptoms. Early signs, such as blood in the 
stool and a change in the bowel habit, should be 
investigated. Irritative symptoms, such as a sen- 
sation of gas in the bowel or unsatisfactory bowel 
movements, are important. Constipation is a late 
symptom as it is due to obstruction. The use of the 
sigmoidoscope will disclose the source of any bleeding 
and will establish the presence of polyps or an ulcera- 
tive colitis. Diverticulitis causes bleeding in only 
the acute stages. A microscopic study should be 
made of polypi and other suspicious lesions. 

Since 1885, when the Kraske operation was in- 
troduced, resection has been more radical and has 
been done more frequently. ‘The abdominoperineal 
operation is advocated by many surgeons, but has 
not become generally popular. An operation which 
includes a colostomy is often refused by the patient, 
and the family physician is often at fault in not 
encouraging its acceptance when its great benefits 
can be readily demonstrated. Proper care of the 
colostomy by the patient will result in maximal 
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comfort. The objection that the combined operation 
with colostomy has a high mortality is answered by 
the serious character of the disease. Local excision 
with a low mortality rate should not be compared 
with the combined operation with its larger mortal- 
ity as each case must be treated according to its 
particular requirements. 

The author discusses variations of the one- and 
two-stage operations and presents the statistics of 
285 cases in which the growth was removed. The 
incidence of five-year cure following all radical op- 
erations was 48 per cent in both general and private 
cases. This does not include the immediate mortality 
in the hospital. In cases treated by abdominoperin- 
eal or posterior resection the incidence of five-year 
cure favors the former operation. 

J. Pickerr, M.D. 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Coller, F. A., and Troost, F. L.: Glucose Tolerance 
and Hepatic Damage. Ann. Surg., 1929, xc, 781. 


Believing that a glucose-tolerance test might be of 
value in determining liver function if a new inter- 
pretation were made of it, the authors performed the 
following experiment: 

Glucose-tolerance tests were carried out on normal 
dogs. Portions of the liver were then removed at 
intervals at which time the glucose tolerance was 
again studied. The animals were fasted for twenty 
hours before the test. Following the removal of 
blood from the veins, they were given 1.75 gm. of 
glucose per kilogram of body weight in 100 c.cm. of 
water by stomach tube. At intervals of one, two, 
and three hours, blood specimens were withdrawn, 
sodium citrate being used as the anticoagulant. 
Blood-sugar determinations were made according to 
the Folin-Wu method. Portions of the liver were 
removed in successive stages, and after each opera- 
tion, following an interval of at least three days to 
allow any possible variation associated with the 
operation to disappear, the glucose-tolerance test 
was again repeated. 

It was found that as the larger portions of liver 
were excised the glucose-tolerance test became — 
altered. The fasting level was much lower; the level 
to which the blood sugar rose one hour after the 
administration of the glucose was definitely higher 
than in the normal animal, and even after two hours 
remained almost as high as after one hour. In fact, 
in one animal, the blood-sugar level was higher after 
two hours than after one hour. 

The results obtained in two animals are given, but 
no statement is made concerning the number of 
animals employed in this particular experiment. 

In order to compare the effects obtained by remov- 
al of liver with those of liver damage produced in 
other ways, five animals, after a preliminary glucose- 
tolerance test, were given choloroform in oil sub- 
cutaneously. After this procedure, in contrast to 
the normal curves obtained before the injection of 
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chloroform, the glucose tolerance was distinctly ab- 
normal in that the fasting sugar level was low and 
the sugar level after one and two hours was abnor- 
mally high. 

The authors conclude from these experiments that 
dogs with liver damage are unable to form glycogen, 
which is responsible for the low fasting blood-sugar 
level, and the liver has a decreased capacity for re- 
moving glucose from the portal veins following the 
ingestion of glucose. 

Similar observations were made in ten clinical 
cases with definite intrinsic hepatic lesions. In each 
case a curve was obtained which was comparable to 
that obtained in animals with liver damage; i.e., 
there was a low fasting blood sugar followed one and 
two hours after the ingestion of ‘glucose by abnor- 
mally high levels, the level after two hours remaining 
almost as high as the level after one hour. In a con- 
trol series of patients with jaundice but without 
intrinsic liver disease, normal blood-sugar curves 
were obtained except in three cases of obstructive 
jaundice. In the latter, the curves were abnormal, 
but returned to normal following relief of the ob- 
struction. 

In summarizing their work, the authors conclude 
that in liver damage a typical type of glucose metab- 
olism is present; namely, a glucose-tolerance which 
is similar to that seen in diabetics. However, the 
fasting blood sugar is low, which will distinguish the 
condition from diabetes. They believe that a gly- 
cosuria associated with low fasting blood sugar indi- 
cates liver disease rather than diabetes. 

Atton Ocusner, M.D. 


Nadler, W. H. and Wolfer, J. A.: Hepatogenic Hypo- 
glycemia Associated with Primary Liver-Cell 
Carcinoma. Arch. Int. Med., 1929, xliv, 700. 


In a case of spontaneous hypoglycemia appar- 
ently of hepatic origin which is reported by the 
authors attacks of hypoglycemia dominated the 
clinical picture for three and a half months. A pri- 
mary liver-cell carcinoma comprising from 70 to 80 
per cent of the total liver mass and associated with 
metastases in the regional glands, mediastinum, and 
lungs was found. The remaining liver structure was 
deficient in glycogen and showed microscopic evi- 
dence of degenerative changes. The tumor cells pos- 
sessed no characteristics of islet cells and contained 
no insulin. Howarp A. McKnicut, M.D. 


Sweet, J. E.: The Function of the Gall Bladder. 
Ann. Surg., 1929, XC, 939- 


Sweet believes that the gall bladder is an organ of 
absorption, and that under normal conditions what- 
ever passes into it through the cystic duct never 
passes out again through the.cystic duct. This con- 
clusion is based on a study of the embryological his- 
tory of the organ; the development of the remark- 
ably duplicated and folded mucosa; the peculiar 
blood supply and the elaborate and relatively large 
lymphatic system of the organ; the parietal sacculi 
and their apparent reaction to cholecystectomy; the 
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relation of the muscular coat to the mucosa; the 
anatomical position of the organ; the broad attach- 
ment of the gall bladder to the undersurface of the 
liver; and the two valvular structures at the outlet, 
the S-shaped curve of the cystic duct and the curious 
valves of Heister. 

In Sweet’s opinion, the theory that the gall blad- 
der empties through the cystic duct is based upon 
faulty interpretation of the results of experimental 
investigation. Direct observation is open to the 
criticism that abnormal factors are introduced such 
as interference with the blood supply or lymphatics. 
It is noteworthy that the gall bladder has been 
found empty only in animals which showed, by the 
injection of the lacteals, that absorption in general 
was in progress. 

A study of the gall bladder with the X-rays fol- 
lowing the direct injection of lipiodol into the organ 
at laparotomy is valueless as lipiodol is a non- 
physiological substance. It is not absorbed by any 
of the membranes of the body, and it acts as a plug 
on the absorbing surface of the mucosa of the gall 
bladder, inhibiting a normal process. 

The value of the use of Graham’s dye given by 
mouth, intravenously, or by injection at laparotomy 
depends on the selectivity of the liver for this sub- 
stance in the blood stream. When the cystic duct 
was ligated, Copher found that the shadow per- 
sisted and attributed this finding to the inability of 
the dye to leave the gall bladder. Sweet interprets it 
as indicating a constant circulation of the dye from 
the gall bladder to the blood stream, thence to the 
liver, and back again to the gall bladder. When a 
Io per cent solution of sodium iodide is used instead 
of the specific dye a shadow is cast which disappears 
within a short time under the same experimental 
conditions. This is due to the non-specificity of the 
substance. Removal is effected by organs other 
than the liver. Therefore the sodium iodide is not 
returned to the gall bladder. 

When iodized phenolphthalein is employed, the 
non-disappearance of the gall-bladder shadow dur- 
ing fasting is explained as due to the constant circu- 
lation of the dye. Specific removal from the blood 
stream by the liver cells followed by excretion into 
the bile with eventual resorption from the gall blad- 
der is the mechanism involved. When food is intro- 
duced into the intestine the sphincter of Oddi re- 
laxes and the dye-containing bile runs into the in- 
testine instead of the gall bladder. In the presence 
of food and digestive secretions it must be changed 
into a non-absorbable form. This is evidenced by 
the well-known fact that if the dye is given with food 
no gall-bladder shadow appears. Food then, espe- 
cially fat, accomplishes three things. It opens the 
common duct, breaks the circulation of dye, and 
changes the dye in the intestine into a non-absorb- 
able form. Thus the elimination of the dye eventu- 
ally leads to fading of the gall-bladder shadow. 

It is characteristic of the disappearance of the dye 
from most human gall bladders that the shadow 
diminishes in size, retains its original density, and 
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preserves in miniature the contour of the original 
shadow. Elastic recoil would change the shape of 
the shadow, washing out would disrupt its regu- 
larity, and muscular contraction would compel the 
final shadow to be a shadow of the infundibulum and 
neck of the gall bladder. The only explanation that 
fits in with these facts is the uniform absorption of 
the dye by the entire inner surface of the organ. 
Because of the divergent interpretations of the 
observations cited, Sweet is of the opinion that the 
question of gall-bladder drainage is not settled. He 
can see no reason why bile from the gall bladder is at 
all necessary in digestion. He believes that the gall 
bladder collects the bile during the absence of diges- 
tion for the purpose of conserving the bile salts. 
MANUwEL E. M.D. 


Lund, F. B.: The Importance of Medical Care and 
Consultation in Cases of Gall-Bladder Disease. 
Also the Advantage of Spinal Anzesthesia in 
Operations on the Gall Bladder. N. England J. 
Med., 1929, cci, 1089. 

Lund states that gall-bladder diseases with their 
accompanying lesions of the heart, lungs, arterial 
system, and kidneys occur as a rule in persons of 
more or less advanced age and perhaps require more 
judgment as to the time and character of operation 
and more manipulative skill than any other class of 
surgical conditions. The surgeon should see his cases 
before operation and decide when and how long 
medical treatment should be continued. When the 
condition of the heart and kidneys is poor and per- 
foration with abscess formation has occurred medical 
treatment will be of no benefit until the abscess is 
drained. 

The chief indications for spinal anesthesia in 
gall-bladder surgery are the presence of bronchitis 
or other respiratory trouble and cardiac disease. 
Each case must be treated according to its particu- 
lar requirements. Sometimes the removal of the 
gall bladder is very easy and sometimes it is difficult 
and dangerous. In cases in which the gall bladder 
shows definite pathological changes it should be 
removed if this can be done with safety. In cases of 
gall stones it should be removed to prevent recur- 
rence. However, in the cases of obese patients in 


poor condition in which excision is so difficult as to ° 


= definitely to the risk, drainage should always be 
one. 

Roentgenograms made with the use of dye are a 
distinct aid, yet gall bladders which fill with the dye 
may be infected and require removal. ‘They fill 
because the cystic duct is open. On the other hand, 
gall bladders which for some reason do not fill may 
not be pathological. The symptoms are of para- 
mount importance. 

Drainage is established by means of a stab wound 
in order that the operative incision may be closed 
without drainage. If a considerable quantity of bile 
has been spilled, it may be drained by a bit of rub- 
ber tissue passed down to the peritoneum. 

Morris H. Kaun, M.D. 
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Rowlands, R. P.: Surgery of the Gall Bladder and 
Bile Ducts. Lancet, 1929, ccxvii, 1075. 

Following a historical review of surgery of the 
gall bladder and bile ducts, the author emphasizes 
the importance of a thorough study of the anatomy 
and pathology of the biliary tract before operations 
on the biliary organs are undertaken. He reviews 
the anatomical variations of the gall bladder, bile 
ducts, and blood vessels as reported by Flint and 
others and urges adequate exposure in order that 
anomalous structures will not be injured. 

He states that about 10 per cent of adults have 
gall stones and many more have cholecystitis. Gall 
stones may remain dormant for a long period and may 
be discovered only accidentally during routine exami- 
nations or after death. The general indications for 
operation are obstruction and infection of the biliary 
tract. The mere demonstration of gall stones or 
cholecystitis by X-ray examination is not a sufficient 
indication for operation. When symptoms persist or 
recur in spite of medical treatment, early operation 
is advisable. 

In acute cholecystitis it is safer, when possible, to 
wait for subsidence of the symptoms before operat- 
ing. Emergency operations should be limited to 
simple drainage of the gall bladder. 

The mortality in biliary surgery has been greatly 
reduced by adequate pre-operative preparation of 
the patient and by the administration of sugar, 
hexamine, and calcium chloride intravenously when 
necessary. Septic foci in the mouth, nose, and 
throat are treated to lessen the risk of pulmonary 
complications. Ether is the preferred anesthetic, 
but twilight sleep with local infiltration or spinal 
anesthesia may be used. 

Rowlands prefers the Kocher incision with sever- 
ance of the rectus muscle for gall-bladder surgery, 
and a right paramedian incision for exposure of the 
common duct. Drainage, when necessary, is effected 
through a stab wound. 

If the clinical history, physical examination, and 
cholecystography indicate that the gall bladder is 
diseased, it is generally best to perform a cholecys- 
tectomy although the organ may not look very ab- 
normal. 

It isimportant to remember that stones may re- 
main in the common bile duct for years without 
causing jaundice. The author has seen obstruction of 
the common duct from hydatid daughter cysts and 
from a slough derived from the turned-in edge after 
cholecystostomy. 

If there is jaundice due to chronic pancreatitis or 
carcinoma, cholecystogastrostomy is the procedure 
of choice. It is easier and is followed by fewer com- 


— than cholecystoduodenostomy, and it re- 


eves the intolerable itching and the risk of bleeding, 
and prolongs life in comfort for at least many months. 
Plastic operations on the common duct are difficult 
and dangerous. Direct suture over a rubber tube is 
usually practicable; if not, direct suture of the com- 
mon duct to the duodenum by the Mayo method or 
the flap operation of Walton is indicated. 


318 INTERNATIONAL ABSTRACT OF SURGERY 


In 251 operations for gall stones and cholecystitis 
at Guy’s Hospital, London, the mortality was 2.8 
per cent, and in 175 private cases, it was 6.3 per cent. 
Two deaths following cholecystostomy were due to 
perforation of the gall bladder causing a subdia- 
phragmatic abscess in one case and general peri- 
tonitis in the other. Two deaths following cholecys- 
tectomy were due to pneumonia and pulmonary em- 
bolism; another death was due to perforation of the 
gall bladder with suppuration in the liver. Five 
deaths following choledochotomy were due chiefly to 
hepatic insufficiency in late cases. 

Cholecystostomy affords complete and permanent 
relief of symptoms in only about 45 per cent of cases. 
Failures are due to overlooked stones, the formation 
of more stones, or persistence of inflammation in the 
walls of the gall bladder. 

Cholecystectomy affords complete relief in about 
86 per cent of cases. Postoperative persistence of 
symptoms is generally due to residual infection in the 
liver or pancreas or to overlooked stones in the 
ducts, errors in diagnosis, osteo-arthritis of the spine, 
or spastic mucous colitis. 

Choledochotomy is generally very successful. 
Persisting symptoms are usually due to overlooked 
stones, stones descending from the liver, strictures in 
the duct, obstruction by a blood clot, pancreatitis, 
or cholangeitis. STANLEY H. Mentzer, M.D. 


Walton, A. J.: Reconstruction of the Common Bile 
Duct. Surg., Gynec. & Obst., 1929, xlix, 526. 


Walton describes reconstruction of the common 
bile duct as the formation of an entirely new lower 
portion of the duct and its opening as distinct from 
end-to-end suture. This surgical procedure may be 
required after complete division of the duct either 
accidentally or by design, or when the duct is still 
present, but shows an irremovable obstruction. Of 
Walton’s series of twenty-four reconstructions, eight 
were necessitated by accidental division of the duct 
during an operation performed by another surgeon. 

Terminal and lateral reconstruction are described. 
The former is rendered difficult when the duct has 
been divided very high up. It is performed as 
follows: 

The duodenum is mobilized until it can be drawn 
up without tension to the hilum of the liver. In 
some cases in which the remaining portion of the 
common bile duct is sufficiently long, this mobiliza- 
tion may permit direct implantation of the duct into 
the duodenum, a method which should be carried 
out whenever possible, but in the majority of cases 
the remaining portion of the duct is of insufficient 
length and a true reconstruction is necessary. A cat- 
gut suture is passed through the upper border of the 
duodenum and through the posterior wall of the 
divided duct and tied, the two structures being 
thereby drawn as nearly into apposition as possible. 
The union between the divided duct and the upper 
border of the duodenum is then completed. A flap 
is then cut on the anterior surface of the duodenum 
in such a way that the resulting opening in the 


duodenum will be immediately opposite the cut end 
of the duct, and the flap is turned down. The upper 
portion of the opening of the duodenum is sutured 
until the opening that is left below is of the same 
caliber as the divided duct. A piece of tube about 
1% in. long and of the largest possible diameter is 
inserted into the divided duct and sutured in place 
with one stitch of plain catgut. Its lower end is then 
inserted into the opening in the duodenum and the 
flap turned up over it. In the upper portion the flap 
is sutured carefully to the duct and laterally it is 
sutured to the anterior wall of the duodenum which 
lies behind the tube. 

By this procedure a free but valvular opening is 
made and the new portion of the duct is formed by 
the flap of the duodenum which is lined with mucosa 
accustomed to the passage of bile. A tube is inserted 
down to the juncture, in case there should be any 
leakage, and the wound is then closed. 

It is this type of operation which is most fre- 
quently required. When once the proximal end of 
the duct has been recognized and isolated, the opera- 
tion is simple to perform and a new duct of prac- 
tically any length can be fashioned from the duode- 
nal wall. 

The steps in lateral reconstruction are very simi- 
lar. A lateral opening is made into the dilated duct 
as close to the duodenum as possible. If there is any 
gap between the opening and the duodenum, the 
wall of the latter structure is drawn upward and 
sutured to the duct immediately below the opening. 
A tube is inserted into the duct and sutured in posi- 
tion with plain catgut. A flap is then made in the 
duodenum in the usual way and sutured around the 
tube again, a valvular opening lined with duodenal 
mucosa being thus formed. In either case a tube is 
inserted down to the juncture for a few days in case 
there should be any leakage of bile. The bile should 
immediately pass along the tube into the duodenum. 

The author’s series of twenty-four cases included 
nine of terminal reconstruction, twelve of lateral 
reconstruction, two of immediate end-to-end suture, 
and one of overlooked division. 

In the nine cases of terminal reconstruction, there 
were two deaths as the result of the operation. In 
one of these fatal cases the operation was performed 
after the resection of a carcinoma of the duct, and in 
the other after an operative injury sustained five 
months previously. Three patients have remained 
well and free from all symptoms for periods of ten, 
four and one-half, and three years, respectively and 
one has had slight occasional attacks of jaundice. 
In two cases, in both of which several previous at- 
tempts at reconstruction had been made and exami- 
nation showed very narrow ducts far up in the hilum 
of the liver, the operation failed, the obstructive 
jaundice having recurred. One patient died three 
years after the operation with jaundice and pyrexia. 

Of the twelve patients with lateral reconstruction, 
six died as the result of the operation, but three of 
these had far-advanced carcinoma of the lower duct 
and in three the ducts were full of a clear mucoid 
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fluid, the so-called ‘white bile,” the presence of 
which is an indication of severe hepatic insufficiency. 
Of the six who recovered from the operation, three 
had a carcinoma of the ducts from which they died 
at a later period. Two of them showed the presence 
of white bile at the time of operation, but survived 
for four and fifteen months respectively. In three 
cases the operation was performed for obstruction 
due to chronic pancreatitis and the presence of some 
condition which prevented the performance of chole- 
cystoduodenostomy or gastrostomy. These patients 
are alive and have been free from all symptoms for 
three, six, and six years respectively since the 
operation. Jacos M. Mora, M.D. 


Haberer, von: Surgery of the Biliary Tract (Zur 
Gallenchirurgie). Zentralbl. f. Chir., 1929, p. 1406. 


On the basis of his large experience, the author 
advocates early operation in cases of gall stones. He 
cites a material of 804 cases in which he operated. 
First he calls attention to the surprising difference 
between the biliary diseases which he saw when he 
was living in the Alpine country and those he sees 
now in the region of Duesseldorf. He has been 
obliged to change many of his opinions. In Vienna 
he saw very numerous cases of medium severity, 
whereas in Innsbruck the number of such cases was 
small because in the Tyrol country gall-stone dis- 
ease is rare. As the cases seen in the Tyrol country 
were mild, von Haberer recommended closure of the 
abdomen without drainage when he was living 
there. In Steiermark he saw so many severe cases 
that he was less often able to close the abdomen 
without drainage. Formerly he operated almost 
exclusively under conduction anaesthesia combined 
with splanchnic anesthesia, but in Duesseldorf, 
partly because of the obesity of the patients and 
partly because of their surprising sensitiveness, he 
has seldom been able to use local anzsthesia. 

The cases seen in Duesseldorf are very difficult to 
treat. They all come for operation very late after 
attacks recurring over a period of years and the 
great majority of the patients are much over forty 
years of age, some of them being between sixty and 
seventy years old. As far back as 1925, von Haberer 
emphasized that the danger of operation is increased 
not so much by advanced age in itself as by the 
organic injury, especially injury of the liver and 
pancreas, which is found in old persons because of 
long-continued neglect of the disease. Patients be- 
tween sixty and seventy years of age do not differ 
in their postoperative course from younger patients 
if they have had the disease for only a short time. 
In the Rhineland, von Haberer was impressed by 
the severe damage to the liver and pancreas in pa- 
tients who came to operation at a relatively early 
age but had had their disease for a long time. In his 
twenty-eight years of surgical practice he has been 
obliged to operate for pancreatic necrosis twenty- 
five times and nine of these operations have been 
—— in the ten months he has been at Duessel- 

orf. 
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In his present practice, von Haberer finds chole- 
dochotomy necessary much more frequently than in 
his previous practice. As a rule it is indicated be- 
cause of liver damage. He states that the question 
as to when he operates in cases with icterus is easily 
answered as the cases come to operation so late that 
operation is to be classed as urgent. The danger of 
delay in the presence of icterus is so great that he 
regards immediate operation as less dangerous. 

In the cases of most of the 58 patients between 
sixty and seventy years of age upon whom von 
Haberer has operated, protracted drainage of the 
deep biliary passages was necessary. The mortality 
was 27 per cent. In the cases of old patients who 
were operated upon in an interval between attacks, 
the mortality was only 8 per cent. Von Haberer 
therefore endeavors to avoid operating during an 
attack as under such conditions the mortality is 
always very much greater. He is of the opinion that 
immediate operation is indicated only when a severe 
injury of the gall-bladder wall cannot be excluded, 
when there is danger of perforation, and when in- 
volvement of the pancreas is probable or evident. 

Pancreatitis sometimes develops very insidiously 
without marked symptoms. Acute pancreatitis can 
be recognized at operation even in the absence of fat 
necrosis and clinical symptoms. A gelatinous oedema 
is found in the region of the hepatoduodenal liga- 
ment and sometimes also in the region of the fatty 
tissue around the hepatic flexure of the colon. 

Operation during an attack is indicated when 
icterus has been present for some time. 

Von Haberer now well understands the objections 
to his recommendation of closure without drainage, 
as in his present practice primary closure is seldom 
possible. 

He believes that in our modern conception of 
biliary surgery, too little importance is ascribed to 
cholecystostomy. He regards this operation as indi- 
cated in neglected cases which require surgical 
treatment in the inflammatory stage and in cases in 
which, as the result of numerous attacks, there are 
numerous cicatricial changes at the neck of the gall 
bladder and in the deeper biliary passages. ‘The 
danger of the procedure has been greatly decreased. 
Von Haberer has never regretted performing chole- 
cystostomy even when the fistula did not close and 
a secondary cholecystectomy was necessary. Chole- 
cystostomy does not render cholecystectomy more 
difficult; on the contrary, it facilitates the removal 
of the gall bladder as it improves the patient’s gen- 
eral condition and causes subsidence of the inflam- 
mation. 

When cholecystectomy is imperative, additional 
injuries cannot always be avoided. ‘The author cites 
a case of perforated gall bladder in which he acci- 
dentally removed a piece of the common duct 3 cm. 
long. The accident was recognized at once and the 
defect bridged by a T-drain. On the basis of von 
Haberer’s previous experience, the T-drain was not 
stoppered until after several months. The patient 
was discharged without any external loss of bile. 
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The drain was not removed until ten months after 
the operation. In another case the ligature around 
the cystic duct cut through the rigid and inflamed 
tissue and such severe cicatricial changes resulted 
that it finally became necessary to implant the cen- 
tral stump of the common duct into a duodenal 
fistula. 

Von Haberer is becoming more and more con- 
servative in making the diagnosis of gall-bladder 
stasis, as the distended unexpressible gall bladder is 
often healthy. While we know that a diseased, func- 
tionless gall bladder can be removed without harm, 
this does not mean that the removal of the normal 
organ, which has a pressure-regulating functic a, is 
equally harmless. The diagnosis of gall-bladder 
stasis should be made only exceptionally as few pa- 
tients with the condition are rendered free from 
symptoms by operation. 

The author has learned also to know peritonitis 
following cholecystectomy. It was explained to him 
by a case in which small drops of pus oozed from the 
smooth peritoneal covering of the gall-bladder bed 
as out of a sieve. This was either an infection of 
multiple small lymph channels in the presence of 
empyema of the gall bladder or the escape of pus 
from the gall bladder into an aberrant duct, the im- 
portance of which is not very generally realized. 

The disturbances following gall-bladder opera- 
tions are in large part responsible for the internists’ 
dissatisfaction with operative treatment. Some of 
them are attributed to so-called recurrent stones, 
but these are usually stones that have been over- 
looked in the common bile duct. Other postopera- 
tive symptoms are due to overlooked ulcer of the 
duodenum, the chronic pancreatitis which is fre- 
quently associated with persistent biliary tract dis- 
ease, or the unhealed infection of the intrahepatic 
bile ducts mentioned by Popper in 1920. Such con- 
ditions, which may be associated with colics with or 
without icterus, have often been observed by von 
Haberer. In 4 cases he was obliged to drain the 
deep bile ducts. So-called postoperative adhesions in 
themselves seldom cause severe symptoms, but over- 
looked stones and overlooked ulcer make surgical 
statistics worse. Other suggested causes of post- 
operative disturbances are apparently the results of 
neglect and accordingly reflect upon the internist 
rather than the surgeon. SCHUENEMANN (Z). 


De Takats, G.: Correlations of Internal and Exter- 
nal Pancreatic Secretion. I. General Consider- 
ations and a Review of the Literature. II. The 
Histological Changes in the Isolated Tail of the 
Pancreas. Arch. Surg., 1929, xix, 771, 775. 

De Takats, G., and Nathanson, I. T.: Correlations 
of Internal and External Pancreatic Secretion. 
Ill. The Effect of Ligation of the Tail of the 
Pancreas on Diastase in the Blood. Arch. 
Surg., 1929, xix, 788. 

Several investigators have reported an increase in 
sugar tolerance following isolation of the tail of the 
pancreas. Some have found the increase temporary, 
while others have noted its persistence for several 


years. Because of this discrepancy, DE Takats 
made a histological study of the acini, ducts, and 
islands in an isolated portion of the pancreas. 

Isolation of the tail of the pancreas was effected 
in dogs by the application of a massive ligature 
around the gland, section of the gland between 
two ligatures, or division with the electric cautery. 
Sections were taken from the isolated portion of 
the gland at various intervals. 

Two days after the separation of the tail, the 
dominating picture of the isolated portion was that 
of cedema. After two weeks this portion looked 
anemic and grayish white and was hard and nodular. 
The individual lobules were compressed and sepa- 
rated from each other by a moderate increase of 
connective tissue. The islands were well preserved. 
After four weeks the tail was even more sclerotic. 
It had turned into a whitish narrow cord. The 
acini were hardly recognizable, but the islands 
stained well and were still prominent. After six 
weeks the tail was completely cirrhotic and acinar 
structures could not be recognized. There was a 
marked proliferation of the minute ducts, and 
occasionally small buds, papillary folds, and cystic 
dilatations were found. The islands were still pre- 
served. After twelve weeks the cirrhosis had 
progressed still further and connective tissue had 
proliferated into the small irregular lobules. ‘The 
islands were numerous and showed mitotic activity. 
They were not only well preserved, but also large in 
diameter. After sixteen weeks a diffuse sclerosis was 
present; the vessels had thick walls, but were pat- 
ent. Small ducts were numerous, and many minute 
ducts were visible. Large masses of macrophages 
and histiocytes were present in the connective tis- 
sue. Groups of epithelial cells had the appearance 
of islet tissue and were identified as such by special 
stains. These islets had a diameter from three to 
thirty times the normal. In many instances they 
were grouped around small ducts. 

After twenty-four weeks no acinar elements could 
be detected. Islet tissue was well preserved, with 
typical capillary arrangement. A transplant of a 
portion ligated twelve months previously had been 
made into the omentum. In the omental fat a large 
number of ducts with thick walls and infolding 
epithelium were seen. The only other cellular ele- 
ments present were large structures of dendritic 
design with sharply staining nuclei. These were 
drawn out into narrow cords or formed round or 
oval structures with a lumen in the middle, as if they 
originated in the ducts. This picture was seen in 
five such transplants. 

De Takats and NATHANSON studied the blood 
diastase of dogs following ligation of the tail of the 
pancreas. It had been shown by others that the 
diastase in the blood rises for a short time following 
ligation of the duct. Histological studies revealed 
marked oedema of the separated tail for the first 
two weeks, followed by gradual atrophy of the 
gland. Attempts were made to correlate these 
morphological observations with the values of blood 
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diastase. The Unger and Heuss modification of the 
Wohlgemuth test for blood diastase was used. 

Isolation of the tail of the pancreas resulted in a 
small but definite initial rise in the diastase in the 
blood followed by a second marked rise beginning 
between the sixth and eighth days. In dogs in 
which both the head and the tail of the pancreas 
were ligated, immediate sharp rises were observed. 
On about the tenth day the values became normal 
and remained so. As histological studies showed 
that the initial oedema after ligation subsided at 
about the tenth day, the coincidence of histological 
observations with the rise in blood diastase was 
striking. When both the head and the tail were 
ligated, an immediate sharp rise in the blood diastase 
occurred, but no secondary rise was noted. 

The blood diastase is a sensitive index of acute 
pancreatic obstruction, but is increased only in 
acute conditions. This is easily understood when it 
is recognized that the acini whose excreting ducts 
are obstructed undergo degeneration. The authors 
believe that the high diastase values following 
glandular ligation return to normal within two 
weeks because acinar elements in the ligated portion 
cease to excrete. STANLEY H. Mentzer, M.D. 


Warren, S.: The Pathology of the Pancreas in 
Non-Diabetic Persons: A Study of 156 Con- 
secutive Autopsies on Non-Diabetic Patients. 
Arch. Int. Med., 1929, xliv, 663. 


The pancreatic lesions found at autopsy in 156 
unselected non-diabetic patients are summarized. 
The author states that practically any lesion found 
in the pancreas of diabetic patients can be duplicated 
in the pancreas of non-diabetic patients, although 
lesions of the islands are much less frequent in the 
latter group. 

Interstitial pancreatitis occurs too often in non- 
diabetic patients to be considered acharacteristic 
lesion of diabetes. 

Lipomatosis is frequently related to the amount 
of body fat. 

Warren concludes that it is impossible to diagnose 
the presence of or absence of diabetes fromastudy 
of the pancreas. Howarp A. McKnicut, M.D. 


Grégoire, R.: The Difficulty of Diagnosis in 
Chronic Pancreatitis (De la difficulté du diag- 
nostic des pancréatites chroniques). Bull. et mém. 
Soc. nat. de chir., 1929, lv, 1124. 


Cancer of the head and neck of the pancreas gen- 
erally develops rapidly and is accompanied by great 
pain, but the author reports a case in which it de- 
veloped very slowly and before causing terminal 
cachexia produced compression of the bile tracts, 
the pancreatic ducts, and the digestive tract. 

The patient was a woman forty-seven years of 
age who lived for two years and three months after 
the beginning of symptoms. The cancer was with- 
out doubt of longer duration than that as it did not 
cause symptoms until it interfered with the function 
of the bile tract. When the patient first came for 


treatment in February, 1924, she had had slowly 
progressing icterus for about four months. She had 
lost weight and appetite, but had been free from 
pain and fever. As it was impossible to make a diag- 
nosis of the cause of the retention icterus, operation 
was performed. The bile ducts and gall bladder 
were found slightly distended, and in the head of the 
pancreas there was a diffuse induration about the 
size of a nut. It was impossible to be sure whether 
the induration was due to chronic pancreatitis or a 
beginning tumor, but as the patient was in good 
general health a palliative gastrocholecystostomy 
was performed. 

When the patient was seen again ten months 
later she was in excellent health without any icterus, 
but in April, 1925, she began to have progressive 
signs of occlusion of the duodenum, and on April 25 
she had an attack of tetany. A diagnosis of occlusion 
below Vater’s papilla was made and confirmed by 
roentgen examination. Operation showed that the 
occlusion, which was not total, was caused by a 
process of hard pancreatic tissue. The head, the 
neck, and a little of the body of the pancreas were as 
hard as wood. Duodenojejunostomy was performed. 
The patient recovered from the operation, but her 
general health grew progressively worse and she 
died early in March, 1926. 

Auprey G. Morcan, M.D. 


MISCELLANEOUS 


Bruce, H. A.: Some Unusual Types of Abdominal 
Hemorrhage. Aun. Surg., 1920, xc, 776. 


Four unusual cases of abdominal hemorrhage are 
reported. 

In the first case, that of a girl seventeen years of 
age, an intraperitoneal hamorrhage was caused by 
ateratoma of the ovary. About two weeks previously, 
the patient had been seized with severe abdomi- 
nal cramps. These had more or less subsided, but 
on her admission to the hospital there was evidence 
of an acute abdominal condition. 

Laparotomy disclosed a tumor to the right of the 
uterus, which was first thought to be a tubal gesta- 
tion, but was found to involve only the ovary. The 
tumor was removed. After the operation the patient 
got along very well for about a week. Signs of 
internal hemorrhage then appeared, the left chest 
sounded flat on percussion, auscultation revealed 
feeble and distant breath sounds, and the temper- 
ature rose to 106 degrees F. The patient became 
weaker and died fourteen days after the operation. 

At autopsy, the peritoneal cavity was found to be 
normal, but the left pleural sac contained about 2 qt. 
of fluid blood. The left lung was a hard fibrous mass 
adherent to the parietal pleura. The right lung was 
smaller than normal and presented numerous dark 
areas. 

Microscopic examination of the lung revealed 
evidence of haemorrhage and cedema and a number 
of alveoli containing groups of small cuboidal cells 
which resembled the Langhans cells of the chorion. 
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The tumor removed at operation was found to be a 
teratoma of the ovary which was undergoing chori- 
onic epitheliomatous changes. ‘The tumors which 
developed in the lung were secondary to the terat- 
oma of the ovary. 

Bruce states that teratomata of the ovaries are 
rare, constituting less than 4 per cent of all overian 
tumors if dermoids are excluded. 

The second case reported was that of a woman forty 
years of age who had been suffering for a year from 
indigestion and malaise. Following a diagnosis of 
cholecystitis, the patient had been put on a diet, 
but there was no change in the symptoms. 

On the day of her admission to the hospital she 
was seized suddenly with severe pain on the right 
side of the abdomen. This was followed by collapse 

_with all the classical signs of shock, slight jaundice, 
board-like rigidity on the right side of the abdomen, 
and an increase in liver dullness. 

Immediate laparotomy revealed the presence of 
considerable blood in the peritoneal cavity. The 
liver was found to be markedly enlarged and purple. 
The capsule was tense. On the anterior surface of 
the liver, immediately below the costal margin, a 
transverse laceration 214 in. in length was found. 
This was packed with gauze and the abdomen closed. 
The patient never rallied from the operation, and 
died on the third day. 

At autopsy, the liver was found to be twice its 
normal size. The capsule was very tense, and the 
substance of the organ of a rubbery consistency. 
The spleen was normal. 

On section, the liver showed many greenish-white 
areas mixed with purplish liver substance. 

Microscopic examination showed atrophy of 
groups of liver lobules, which were replaced by 
fibrous tissue, red blood cells, and lymphocytes. A 
— of acute hepatitis with early atrophy was 
made. 

The third case was that of a woman thirty-nine 
years of age, six and a half months pregnant, who 
while sitting at dinner, was suddenly seized with 
severe pain in the right side and collapsed. A 
physician found a rapidly increasing tumor in the 
right iliac region. A pre-operative diagnosis of 
ruptured uterus was made. 

At operation, a rupture of the epigastric artery 
with the formation of a large haematoma posterior 
to the rectus muscle and anterior to the peritoneum 
was found. The rectus muscle had been stripped 
from its posterior sheath over a large area. The 
stripping process had been carried out into the flank. 
The artery was ligated, the clot removed, and the 
cavity packed with gauze. The patient made an 
uneventful recovery. 

The fourth case was that of a man forty-six years 
of age who was suddenly taken with pain in the left 
lower quadrant of the abdomen. During the attack 
a mass appeared which could be felt on rectal ex- 
amination. 

Proctoscopic examination revealed an ecchymosis 
of the rectal wall about 3 in. up. 


Three days later the pulse was rapid and a swelling 
could be made out in the left iliac, hypogastric, and 
umbilical regions. 

At laparotomy, nothing was found in the peri- 
toneal cavity, but a large collection of blood clot was 
discovered outside the peritoneum. The cavity was 
packed with gauze. Transfusions were given, but 
the patient died three days later. 

Autopsy disclosed a large collection of clotted 
blood separating the peritoneum from the parietal 
wall in front as high as the umbilicus and extending 
backward and upward to the diaphragm. No evi- 
dence of a growth was found. 

Subsequently it was learned that on a previous 
occasion the patient had had difficulty in stopping 
bleeding. At the time a diagnosis of hemophilia was 
made. Ocusner, M.D. 


Truesdale, P. E.: Traumatic Rupture as a Se- 
quence to Congenital Hernia of the Diaphragm, 
with an Experimental Study of Its Mechanism 
and the Effects of Phrenicotomy. Ann. Surg., 
1920, XC, 654. 

Truesdale states that hernia of the diaphragm is 
more frequent than is generally believed and may 
be the cause of attacks of dyspnoea, cough, cyanosis, 
and gastric distress. He reports such a hernia in a 
girl five years of age who was struck by an auto- 
mobile, sustaining injuries of the trunk and a frac- 
ture of the femur. During the patient’s stay in the 
hospital she developed a paroxysmal cough similar 
to whooping cough. Later examination revealed 
dextrocardia. On X-ray examination following a 
barium enema and a barium meal, the stomach and 
a part of the transverse colon were found in the left 
thorax. A diagnosis of traumatic rupture and hernia 
of the left diaphragm was made. 

Operation revealed the presence of a congenital 
opening at the oesophageal ring and a traumatic 
rent extending to the periphery of the diaphragm. 
Repair was followed by recovery. 

In a study of diaphragmatic hernia made by the 
author on dogs, it was found that after the produc- 
tion of an experimental hernia the stomach and 
bowel did not enter the thorax at once but were 
drawn up gradually by inspiration. This finding 
explains why the child whose case is reported did not 
die from shock or a sudden change in the position of 
the mediastinum at the time of the injury. 

Experiments with phrenicotomy on dogs demon- 
strated that the portion of the diaphragm which had 
been denervated ascended with inspiration in con- 
trast to the normal side which descended. The 
author calls this alternating motion a “paradoxical” 
action. 

The article contains a number of roentgenograms 
demonstrating the transposition of the abdominal 
and thoracic structures during the development of 
experimental hernia. Truesdale suggests phrenicot- 
omy as an aid in the repair and healing of diaphrag- 
matic hernia which have been treated surgically. 

J. Picker, M.D. 
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Golden, R., and Reeves, R. I.: The Si cance of 
Calcified Abdominal Lymph Nodes. Am. J. 
Roentgenol., 1929, xxii, 305. 

Tuberculosis of the mesenteric lymph nodes has 
frequently been found at autopsy without evidence 
of tuberculosis in the lungs or intestines. It is the 
sole important cause of calcified lymph nodes in the 
abdomen. The lymph nodes most frequently in- 
volved are those which drain the ileum, cecum, and 
appendix, and the proximal part of the ascending 
colon. Tuberculous mesenteric lymphadenitis is 
doubtless sometimes responsible for unexplained 
fever and abdominal symptoms. 

The outstanding symptom is pain in the right 
lower quadrant of the abdomen or around the um- 
bilicus. The pain may be dull and dragging or may 
occur in colicky attacks. Examination usually re- 
veals one or more tender spots, and occasionally 
some rigidity in these areas. The white cell count is 
not increased even during the attacks. Before 
operation the diagnosis can be made with certainty 
only by demonstrating typical calcified nodes in the 
roentgenogram, 

Surgical intervention is indicated when hygienic 
treatment proves unsatisfactory, and when the 
symptoms are so violent as to suggest a complication 
such as intestinal obstruction or acute appendicitis. 
Even when only partial removal of the diseased 
nodes is possible, the pain usually ceases a short 
time after the operation, and under postoperative 
hygienic treatment the patient will remain free from 
symptoms. Bartey, M.D. 


Hosemann G.: The Recurrent Retroperitoneal 
Lipoma. I. Clinical Considerations (Ueber das 
rezidivierende retroperitoneale Lipom. I. Klini- 
scher Teil), Arch. klin. Chir., 1929, clv, 336. 


The pararenal and retroperitoneal lipoma differs 
from other lipomata in its unrestrainable growth and 
its tendency to recur after even the most thorough 
extirpation. Its removal is difficult because of its 
size and its growth around the ureter, kidney, blood 
vessels, and intestines. It recurs in spite of the com- 
plete absence of signs of malignancy in its micro- 
scopic structure. 

Von Wahlendorf has reviewed 165 cases. Schwalbe’s 
theory that the tumor arises in congenital anlagen 
and is a “dysontogenetic blastoma” appears to be 
correct. 

The development of the tumor is insidious. Be- 
cause of the deep location of the neoplasm and the 
absence of special symptoms in the beginning, the 
surgeon does not see the case until late. The tumor 
displaces the kidneys and intestines and causes 
hydronephrosis, stasis in the legs, venous throm- 
bosis, uremia from bilateral renal injury, ileus from 
its growth around the intestines, emaciation, anorexia, 
cachexia, and marasmus. Not rarely, it is mis- 
taken for a renal or ovarian tumor. 

The treatment can be only surgical. Roentgen 
irradiation has no effect. The operative mortality 
varies from 25 to 38 per cent. Frequently it has been 
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necessary to remove a kidney or resect the intestine. 
In 2 cases, ligation of the iliac vein had to be done. 
Laparotomy gives the best exposure. Recurrences 
have been known to develop even after six years. 
The author reports the case of a man fifty-one 
years of age who was operated upon radically twice 
during a period of a year and a half. After each 
operation and after the patient’s death, which oc- 
curred from recurrence and cachexia, seven years 
after the first operation, the tumor masses were 
examined most thoroughly, but no area in the least 
suggesting malignancy—not even enlarged lymph 
nodes—was discovered. Son (Z). 


Wilkie, D. P. D.: Some Principles in Abdominal 
Surgery. Lancet, 1929, ccxvii, 803. 

The fundamental law of operative surgery is 
gentleness. Its observance is particularly important 
in operations on the abdomen. Traction and tension 
must be avoided. The normal state of the abdomen 
and its contents is one of relaxation. When disease 
or operative measures interfere with this relaxation 
and introduce tension, pain results. In any major 
abdominal operation, adequate exposure is of prime 
importance in order that lesions may not be over- 
looked. A second cardinal necessity is effective 
mobilization. Immobile organs must be mobilized 
by strategy based on anatomical facts rather than 
by force. This is demonstrated in resections of the 
colon, duodenum, and appendix, and particularly in 
removal of the spleen. In the mobilization of these 
organs there are two structures to be divided, first, 
the peritoneal folds which retain them, and second, 
the thickened extraperitoneal cellular tissue known 
as the fascia propria. The division of the extraperi- 
toneal fascial bands helps most in the immobiliza- 
tion process. 

In resections of the gastro-intestinal tract, leakage 
from a suture line is usually due to tension resulting 
from inadequate mobilization. For safe anastomosis 
the layers must be sutured together without undue 
tension. The ideal method of anastomosis is the use 
of a single layer of interrupted Lembert sutures, 
lightly tied so as not to interfere with the blood sup- 
ply. When continuous sutures are drawn tight the 
margins are usually strangulated and infected 
sloughs and leakage result. Tension within the 
bowel from the retention of gas may be relieved and 
drainage of the lumen accomplished by enterostomy 
or cecostomy. 

Most abdominal pain, excluding that due to irrita- 
tion of the parietal peritoneum, results from spasm 
of, or tension in, the hollow viscera. No form of 
intra-abdominal tension is more important than that 
of the acutely obstructed appendix. Two distinct 
pathological processes occur in the appendix, namely, 
acute infection of the wall and acute obstruction of 
the lumen. In the former, the temperature rises, but 
in the latter, fever is absent during the early phase 
when diagnosis is most important. Ninety per cent 
of the deaths from acute appendicitis occur in cases 
of primary obstruction of the appendix with result- 
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ant tension, gangrene, and perforation. The rising 
death rate could be checked if appendicitis were 
more generally recognized as a type of acute intesti- 
nal obstruction demanding immediate operation. 

In acute diffuse suppurative peritonitis, drainage 
is helpful if it relieves tension by releasing purulent 
exudate. If the tension is due to intestinal distention 
rather than a peritoneal exudate, an enterostomy or 
cecostomy will be indicated rather than peritoneal 
drainage as it not only permits the release of gas, but 
also acts as an inlet for fluid to combat dehydration. 


Multiple pathological lesions are frequent in the. 


abdomen and the surgeon should search for them 
unless the operation is of an emergency character. 
In order to avoid missing pathological lesions ade- 
quate anesthesia and a generous exposure are essen- 
tial. It is important to make a record of negative 
findings for future reference. 

In surgery of the abdomen it is often necessary to 
resort to a two-stage operation in which the first 
stage is the minimal procedure that will give relief 
and tide the patient over the crisis and the second 
stage is the radical treatment of the causal factor. 
During the interval between the operations, the gen- 
eral condition improves and the local condition in 
the vicinity of the lesion may be restored to normal. 
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Specific local immunity can be produced by intro- 
ducing any foreign material, bacterial or otherwise, 
into the peritoneal cavity several days prior to the 
operation or by opening the abdomen and handling 
of the viscera before the operation. In cases of resec- 
tion of the colon the administration of two prelimi- 
nary injections of streptococcus and bacillus coli 
vaccine prior to operation results in a definite in- 
crease in resistance to peritoneal infection. 

The Mikulicz-Paul two-stage operation and its 
modifications are valuable methods of treating ob- 
structing growths in the colon, especially in feeble 
patients. 

In intestinal obstruction, drainage of the ob- 
structed gut will afford some relief, yet death may 
occur even when drainage is free. The replenish- 
ment of body fluids to combat dehydration is the 
first indication in the treatment. Hypertonic salt 
solution is of special benefit. Fluid in an obstructed 
bowel is toxic, but if the same fluid is introduced into 
the normal bowel below the obstruction it may be 
life-saving. The physiological lack of intestinal se- 
cretion below the obstruction combined with a 
pathological retention above it is a problem which 
should receive further study. 

Cyrit J. M.D. 


GYNECOLOGY 


UTERUS 


Iraeta, D., and Harguindeguy, E.: An Inguinal 
Hernia on the Left Side Containing a Uterus 
and Adnexa in a Case of Double Uterus (Hernia 
inguinal izquierda comprendiendo el utero y anexo 
correspondiente en un caso de utero doble). Bol. Soc. 
de obst. y ginec. de Buenos Aires, 1929, viii, 237. 


A woman thirty-nine years of age came for treat- 
ment for dyspareunia. The external genitals were 
normal, but the vagina ended in a cul-de-sac 8 cm. 
from the hymen, and no internal genital organs could 
be palpated. In the left inguinal region there was a 
pear-shaped tumor which was slightly increased in 
size by effort and coughing, dull on percussion, and 
painful on palpation. The patient had never men- 
struated, but for three days every month the in- 
guinal tumor became larger and painful. 

Roentgen examination showed the bones of the 
pelvis to be normal. A diagnosis of inguinal hernia 
of the internal genital organs was made. Operation 
revealed a rudimentary uterus, ovary, and tube in 
the hernial sac and a uterus and adnexa free in the 
abdominal cavity on the right side. The hernia was 
operated on by Bassini’s method. 

Up to 1923, seventy-eight cases of inguinal hernia 
containing the internal genitalia were reported in the 
literature. The author gives brief notes on those re- 
ported since that time, including three cases of such 
hernia in men. In one of the latter the hernia con- 
tained a uterus; in one, Mueller’s ducts at the stage 
of the second month of embryonic life; and in one, 
Mueller’s ducts at the stage of the third month of 
embryonic life. Auprey G. Morcan, M.D. 


Beuttner, O.: Plastic Alterations of the Body of 
the Uterus Associated with Ovarian Tumors 
(Modifications plastiques du corps utérin en 
présence de tumeurs ovariques). Rev. frang. de 
gynec. el d’obst., 1929, XXiV, 529. 


Supplementing the report by Schiffmann on dis- 
tortions of the body of the uterus resulting from 
ovarian tumors, Beuttner describes three additional 
cases—two of large multilocular ovarian cysts and 
one of malignant cystadenoma in women from sixty- 
four to sixty-six years of age. No microscopic 
changes were observed in the uterine musculature. 

The author is of the opinion that the elongation 
and flattening of the corpus uteri with occasional 
hypertrophy of one or the other uterine horn giving 
the appearance of uterus unicornis is due to traction 
at the point of insertion of the tubes and pressure 
exerted by the surrounding tumor mass. He agrees 
with Schiffmann that these changes are analogous to 
the elongation and hypertrophy of the cervix in pro- 
lapse, and believes that advanced age is a pre- 
disposing factor. Haroip C. Mack, M.D. 


Fluhmann, C. F.: The Endometrium in So-Called 
Idiopathic Uterine Hemorrhage. J. Am. M. 
Ass., 1929, Xciii, 1136. 

The author reviews the findings in ninety cases of 
so-called idiopathic uterine haemorrhage. Fifty- 
seven of the women were of the child-bearing age 
and thirty-three in the pre-climacteric or climacteric 
period. The cases are classified according to the 
character of the bleeding into the following six 
groups: (1) those with a regular four-week menstrual 
cycle but in which the flow was prolonged and pro- 
fuse; (2) those in which the menses occurred at 
irregular and usually shortened intervals; (3) those 
with completely irregular and atypical bleeding with 
no relation to the menstrual cycle; (4) those with 
continuous bleeding setting in following a normal 
menstrual cycle; (5) those in which menstruation 
became progressively more profuse or irregular, 
ending finally in continuous or atypical irregular 
bleeding; and (6) those with bleeding following a 
period of amenorrheea. 

Histological examination of the endometrium 
showed glandular hyperplasia of the endometrium 
in forty-nine cases, endometrial polypi in three 
cases, simple hypertrophy of the endometrium in 
two cases, endometritis in seven cases, atrophy in 
five cases, and normal endometrium in twenty-four 
cases. 

Hemorrhage of the endometrium may be brought 
about by: (1) desquamation, (2) localized necrosis, 
(3) the rupture of isolated blood vessels, (4) injury 
to the endometrium following rupture ‘of the deep 
vessels, and (5) diapedesis. 

Autce F. Maxwe tt, M.D. 


Barris, J.: Chronic Cervicitis (Leucorrhoea). Brit. 
M.J., 1929, ii, 658. 

Strachan, G. I.: The Pathology of Chronic Cervi- 
citis. Brit. M.J., 1929, ii, 659. 

Statham, R.S.: The Treatment of Chronic Endo- — 
cervicitis. Brit. M.J., 1929, ii, 661. 


Barris defines chronic cervicitis as an inflamma- 
tory condition of the mucous membrane of the cer- 
vical canal and the external uterine os due to infec- 
tion, which is characterized by leucorrhcea and 
usually, but not invariably, associated with a cervical 
erosion. 

The discharge varies greatly in color, consistency, 
and quantity. Asa rule it is of a viscid white mucoid 
character, resembling the white of a raw egg, but it 
may be slightly yellow or green. It is usually most 
profuse in the morning when the erect attitude is 
first assumed after recumbency, and just before and 
after menstruation. In cases in which the infection 
is of gonococcal origin the discharge is more definitely 
yellow and generally is mucopurulent. When a 
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vascular erosion is present it may be slightly blood- 
stained following examination of the uterus or coitus. 
General debility and anemia result from the ab- 
sorption of toxic substances from the infected cervical 
canal. Not infrequently, the patient complains of 
pruritus vulve due to the vaginal discharge. The 
condition may result in sterility. Disorders of men- 
struation and backache do not occur unless the in- 
fection involves also the endometrium or the uterine 
appendages. Chronic cervicitis of itself does not 
cause irregular uterine hemorrhage or pain. The 
cervix has been described as the tonsil of the pelvis 
and may act as a focus of infection. It is known that 
puerperal pyosalpinx and peritonitis may occur in 
patients suffering from chronic cervicitis of gonococ- 
cal and streptococcal origin. Cervical trauma and 
cervical erosion may be associated with malignant 
disease. 

STRACHAN states that the essential lesion in cer- 
vicitis is irritation produced usually by chronic 
pyogenic infection after laceration of the cervix at 
childbirth. The cervix is patulous, lacerated, and 
bruised. With the vagina, it is bathed in alkaline 
lochia instead of the normal acid secretion, its nor- 
mal resistance to infection being thereby definitely 
impaired. 

The organisms most commonly found in these 
cases are the staphylococcus, streptococcus, and 
bacillus coli communis, but in some cases the gon- 
ococcus is responsible for the condition. In nul- 
lipare, the gonococcus is the most common organ- 
ism and exercises its well-known ability to pene- 
trate and infect an intact mucous surface. 

Cervicitis is characterized by oedema of the sub- 
epithelial stroma with an outpouring of lymphocytes 
and plasma cells especially around the blood vessels 
and the glands and under the surface epithelium. 
The blood vessels dilate, the surface columnar and 
glandular epithelium becomes irritated so that 
glandular hypertrophy and distention occur, and the 
cervical secretion becomes increased in amount and 
of a mucopurulent appearance from the admixture 
of inflammatory products. The increased inflamma- 
tory cervical secretion is known as leucorrheea. It 
always retains its thick, viscid character. Leucor- 
rhoea is almost always a sign of cervical infection: 
Partly as the result of maceration by the continual 
leucorrhoeal discharge, partly as the result of being 
raised and devitalized by subepithelial oedema, and 
partly as the result of trauma, a plaque of squamous 
epithelium surrounding the external os becomes sep- 
arated and cast off in the discharge, a raw surface of 
varying extent being left wholly or partly surround- 
ing the external os. The columnar epithelium from 
the cervical canal, being more resistant, is seldom af- 
fected in this manner; on the contrary, it is usually 
stimulated to grow outward and cover over the raw 
surface, so that after a time the area around the ex- 
ternal os becomes covered by columnar epithelium 
which carries with it in its outgrowth cervical race- 
mose glands. To this area, which in appearance re- 
sembles a red raspberry, the name “cervical erosion” 


is given. The erosion is not an ulcer and not a gran- 
ulating patch; it is an epithelium-covered surface, 
although there is often a breach of continuity be- 
tween the two types of epithelium at the periphery. 
Extension of glandular tissue on the portio is found 
also in the “congenital erosion’, but in this condi- 
tion is usually regarded as the persistence of a fetal 
condition. 

STATHAM states that if the presence of the gono- 
coccus can be demonstrated there is no treatment so 
good as daily douching with boric acid, removal of 
the mucopus by wiping, and thorough swabbing of 
the cervix and vaginal vault with 1 per cent mer- 
curochrome. Strong solutions delay the normal proc- 
ess of healing, that is, the replacement of the colum- 
nar-celled erosion by the normal squamous-celled 
covering of the vaginal surface of the cervix. In all 
cases of recent infection with much mucopurulent 
discharge—even those which are not gonorrhaeal— 
he finds mercurochrome most excellent. This may 
be used alternately with a 1:1,000 flavine solution. 
Statham employs this treatment in all fairly recent 
infections of the cervix which are not complicated by 
erosion or extensive laceration. In cases in which 
the cervical canal is obviously infected fairly high 
up, a Playfair probe can be employed to carry the 
solution as high as the internal os. Probably the 
next most useful remedy is ro per cent silver nitrate 
applied in a similar manner. 

When the cervical infection is accompanied by 
laceration, complaint is often made of backache and 
a dull pain in the groins. In such cases the base of 
the broad ligaments will be found thickened and 
tender on one or both sides, and the ureters are often 
palpable and tender. The condition causes frequency 
of micturition, and usually is associated with a quite 
marked bacilluria. The mild cellulitis with its con- 
sequent fibrosis and contraction may cause far more 
discomfort than the laceration and infection. The 
author has found that hot and prolonged douching 
is by far the most effective remedy. The douche is 
given as hot as it can be borne and is continued for 
at least fifteen minutes. The patient lies in a warm 
bath, and a large douche can is hung on a convenient- 
ly placed nail. The douche nozzle is inserted to the 
top of the vagina and the can replenished from the 
hot tap as often as desired. The presence of the warm 
water in the ‘bath prevents a too rapid outflow. If 
there is much pus, the patient is told to give herself 
a short lysol douche in the usual way before getting 
into the bath. The relief obtained from this treat- 
ment is immediate and usually becomes permanent 
after a short time. If the symptoms still persist, the 
author explores the ureters for strictures. 

Glycerin or glycerin and ichthyol tampons are of 
use only when applied by an expert nurse or the med- 
ical attendant; otherwise they are harmful. The 
patient never manages to get them right up to the 
vaginal vault. Unless the tampons are correctly in- 
troduced a gap is left between the cervix and the 
tampon and on account of the hygroscopic action of 
the glycerin, a pool of mucopurulent fluid forms and 
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bathes the cervix. The cervix then becomes sodden 
and sheds still more of its squamous epithelium and 
very little improvement is produced in the thicken- 
ing of the broad ligament. 

Another most excellent remedial method is the use 
of hot antiphlogistine tampons. These are formed 
of a cup-shaped lump of antiphlogistine enclosed in 
a single layer of gauze, heated as hot as can be borne, 
pressed and moulded right up against the vaginal 

‘vault, and left in place for six hours. They require 
expert insertion, but an intelligent nurse can soon 
learn to apply them. 

The practice of putting in a ring pessary to relieve 
backache cannot be too strongly condemned. A 
pessary tends to keep up the cervical infection and 
presses upon the tender fornices and ureters. It is 
far better to remove a pessary during the treatment, 
even though there is a considerable prolapse. 

Very excellent results are obtained also by dia- 
thermy with the use of a current which the patient 
can just endure without discomfort. Diathermy is 
especially valuable in gonorrhceal cases. 

So far, the treatment discussed has been that of 
cases of fairly recent origin. The author believes 
that when the condition resists the methods de- 
scribed the treatment is operative. He includes with 
operative treatment the use of the cautery. When 
the endocervicitis is complicated by laceration, it 
should be treated surgically because of the relatively 
great predisposition to carcinoma. The operations 
fall into three groups—repair, amputation, and 
panhysterectomy. The author believes that in the 
cases of young patients amputation is not advisable. 
In some cases it is followed by abortion. If it is per- 
formed for hypertrophy it should be of the low type 
if the patient is young. In the cases of elderly pa- 
tients, especially if there is reason to suspect a uterine 
complication such as fibrosis, the operation of elec- 
tion is panhysterectomy. The author prefers the 
vaginal route with repair of the pelvic floor and 
perineum. ALBERT M. Votimer, M.D. 


Thibaudeau, A. A., and Burke, E. M.: Carcinoma 
of the Cervix Uteri—An Investigation of the 
Relation Between the Histological Findings 
and the Results of Radiation Therapy. J. Can- 
cer Research, 1929, xiii, 260. 


In their investigation of the relation between the 
histological findings in cases of carcinoma of the 
uterine cervix and the results of radiation therapy 
the authors studied twenty-eight cases treated by 
radiation in which there was no evidence of recur- 
rence after more than five years, and, for compari- 
son, a like number of uncured cases. The clinical 
grouping was as follows: Group 1, malignancy con- 
fined to the cervix; Group 2, tumor spread to the 
adjacent vaginal wall; Group 3, beginning thicken- 
ing of one or both broad ligaments, but uterus 
movable; Group 4, uterus fixed; and Group 5, re- 
currence after removal of the uterus. 

The histological classification was that suggested 
by Broders, depending on the degree of cell differ- 
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entiation, as follows: Group 1, 75 to 50 per cent 
differentiated, 25 to 50 per cent undifferentiated; 
Group 2, 50 to 25 per cent differentiated, 50 to 75 
per cent undifferentiated; Group 3, 25 per cent or 
less differentiated, 75 to 1oo per cent undifferen- 
tiated. The malignancy index was determined also 
by the method of Hueper. 

The authors conclude that histological grouping 
and malignancy indices are of limited value in the 
prognosis in cases of epithelioma of the uterine cer- 
vix. Of the twenty-eight cases reviewed in which 
no recurrence was noted five years or more after 
radiation, 25 per cent belonged in Group 3, 50 per 
cent in Group 2, and 25 per cent in Group tr. 

Rosert M. Grier, M.D. 


Percy, J. F.: Statistical Report of Cautery Surgery 
in Uterine Carcinoma. Surg.,Gynec. & Obst., 1929, 
xlix, 663. 

This report is based on 134 cases of cervical car- 

cinoma. The author divides the cases into 2 groups. 
The first group was made up of 28 private cases 
treated in the period from 1903 to 1917, and the sec- 
ond group of 23 private cases and 83 institutional 
cases treated in the period from 1918 to October, 
1925. . 
Of the 28 patients in the first group, 9 (32 per cent) 
are alive and well from nine to nineteen years since 
the treatment. Of the 111 patients in the second 
group, 11 are alive and well more than three years 
after the treatment. Accordingly, of the total 
number of 134 patients, 27 (20 per cent) are alive 
and well from three to nineteen years after the 
treatment. 

Few of the cases were better than borderline 
cases, and many were advanced and inoperable. 
Several cases are discussed in detail. The author 
believes that more relief can be given with the use 
of the cautery to these otherwise doomed patients 
than by any other known method. 

T. Froyp Brett, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Wharton, L. R., and Krock, F. H.: Primary Car- 
cinoma of the Fallopian Tube: A Series of 
Fourteen Cases. Arch. Surg., 1929, xix, 848. 


Wharton and Krock’s series of 14 cases of primary 
carcinoma of the fallopian tube is the largest that 
has yet been studied in 1 clinic. The condition is 
very rare. Only 5 cases were found in about 35,000 
gynecological cases in the Johns Hopkins Hospital, 
Baltimore. 

In the series reviewed, the chief symptoms were a 
profuse vaginal discharge which at times was blood 
tinged, sharp lancinating pain, and occasional 
menstrual disorders. The physical findings were 
variable. Such conditions as salpingitis and sterility 
did not seem to have any relation to the condition. 
The growth was usually situated in the middle or 
outer third of the tube and arose from the tubal 
endometrium, giving rise to a mixed typeof carcinoma 
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(papillary, alveolar, and solid carcinoma). In some 
cases it extended along the tubal mucosa with 
implants reaching the peritoneum and _ uterine 
cavity, but in those in which the tubal ends were 
occluded it was confined to the tube, producing a 
tumor mass and metastasizing by way of the 
lymphatics and blood stream. 

The treatment is radical surgical removal in the 
early stages. 

According to the results of the past, the prognosis 
is almost hopeless. In the cases which are re- 
viewed by the authors, the longest period of survival 
after operation was five years. 

AprauanM A. Braver, M.D. 


Janney, J. C.: The Blood Test for Ovarian Hor- 
mone. Am. J. Obst. & Gynec., 1929, xviii, 807. 


In a series of tests made on the blood of women 
following childbirth the oestrus-producing substance 
was found to disappear from the circulating blood 
rapidly after delivery. 

In a series of tests performed by the same method 
on pregnant women the incidence of positive tests 
increased with the duration of the pregnancy until 
it reached 95 per cent in the tenth lunar month. 

L. M.D. 


Neumann, H. O.: Histological Studies on the Prob- 
lem of the Sympathicotropic Cells (L. Berger) 
or Hilus Cells of the Ovary (Histologische Studien 
zur Frage der sympathicotropen Zellen (L. Berger) 
bzw. der Hiluszellen des Ovariums). Arch. f. 
Gynack., 1929, CXXXvi, 550. 

Following a review of the investigations which 
have been previously published in the literature, 
Neumann reports his own findings in detail. 

Neumann studied two pairs of ovaries from fetuses 
36 and 42 cm. long; eleven pairs from newborn in- 
fants; nineteen pairs from adult women, fifteen of 
whom were in the child-bearing age, five of whom 
were pregnant, two of whom were in the climacteric, 
and two of whom were sixty and sixty-nine years 
of age. 

Only a small part of the ovaries was fixed in 
Wiesel’s chromate solution. Some of the ovaries 
received preliminary treatment with osmic acid. 
With regard to each finding the method of fixation 
and the special stain used are stated. Numerous 
photomicrographs and colored drawings supple- 
ment the text. 

In the hilus region of the ovary peculiar cells in 
very close relation to the hilus nerves were found. 
These were not a chance finding to be ascribed to 
cell dislocation in the ovary. The cells belong rather 
to the normal histological elements of the ovarian 
hilus. They are always sex-specific cell elements and 
have no relation to heterosexual formations. They 
are present at birth, but disappear almost com- 
pletely during childhood to re-appear at puberty. 
The only examples of this group in Neumann’s own 
material were found in the case of a girl one and a 
half years old, 
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In pregnancy there is a distinct increase in the 
number of these cells. It is evident that they do not 
undergo complete involution following delivery as 
they are more numerous in multipare than in nullip- 
are. With increasing age there occurs a retro- 
gression of these cells and the formation within them 
of a pigment—an atrophy pigment. Their peculiar 
behavior during pregnancy requires further study. 
The question as to how these cells behave during 
the menstrual cycle is also suggested for future 
investigation. 

The nature of these cells cannot yet be stated 
with certainty. Von Winiwarter and Wallart con- 
sider them paraganglion cells. Berger and Kohn 
refer to them as sympathicotropic or Leydig inter- 
stitial cells. Neumann agrees with von Winiwarter 
and Wallart that they are a special form of para- 
ganglion cell. 

As the material obtained at operation often no 
longer exhibits the chromaffin substance, compara- 
tive anatomical studies must be made in the future. 
It will be only when we have acquired a more ex- 
tensive anatomical knowledge of these cell elements 
that their réle in the female organism can be deduced. 

A. Heyn (G). 


Rubin, I. C.: Ovarian Hypofunction, Habitually 
Delayed and Scanty Menstruation, in Relation 
to Sterility and Lowered Fertility. Am. J. Obst. 
& Gynec., 1929, xviii, 603. 

The material upon which this article is based 
consisted of 1,044 consecutive gynecological cases 
treated at the Mt. Sinai Hospital, New York, 4,642 
private gynecological cases, 2,200 private cases of 
sterility, and 600 private obstetrical cases. 

It was found that the menses are habitually de- 
layed or scanty in from 3.5 to 8 per cent of gyneco- 
logical patients and in about 1o per cent of women 
whose marriage is sterile. Women with delayed or 
scanty menstruation are more apt to be sterile than 
normally menstruating women, the incidence of 
primary sterility in the former varying between 30 
and 70 per cent and the incidence of total sterility, 
including secondary sterility, being in some groups 
as high as 93 per cent. 

The longer the periods of delay the greater the 
incidence of sterility. Women with periods of delay 
under a morith have a five to eight times better 
chance of conceiving than those whose periods are 
habitually delayed for from four to six months. On 
the other hand, women who menstruate normally 
have at least a twelve times better chance of con- 
ceiving than those whose menses are habitually de- 
layed for a month, and a many times better chance 
of conceiving than those whose menses are habitually 
delayed for periods longer than a month. 

Not only is the incidence of both primary and 
secondary sterility greater in women with hypo- 
menorrhcea and opsomenorrheea, but the total 
fertility of such women is considerably diminished 
in proportion to the reduction in the number of 
menstrual periods per year. 
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As the delayed character of the menstrual periods, 
their paucity, and the associated sterility and re- 
duction in fertility are expressions of ovarian hypo- 
function, it follows that treatment must be directed 
toward increasing or improving ovarian function. 
The first requisite is improvement of the patient’s 
nutrition and her general hygienic and psychic con- 
ditions, in other words, general constitutional im- 
provement. Thyroid treatment when the basal 
metabolic rate is deficient and the administration 
of ovarian extracts of proved potency, pituitary 
extracts, and emmenagogues are auxiliary measurés. 
While an ovarian extract containing a specific hor- 
mone in sufficient quantity to make up the deficiency 
in any given case has not been elaborated to date, 
the future holds out a fair promise for success. 

A more definitely proved and more efficacious 
physical agent is the X-ray. Small doses of the 
roentgen rays applied first to the hypophysis and 
then, if necessary, to the ovaries have proved suc- 
cessful not only in restoring the menstrual periodicity 
to more nearly the normal in from 80 to go per cent 
of the cases, but also in increasing fertility to at 
least 50 per cent. 

The damage of the germ plasm which is supposed 
to result from roentgen irradiation has not been 
proved. Nevertheless it appears highly desirable to 
supplant this treatment by the use of a specific endo- 
crine product with a potency comparable to that, 
for example, of insulin. Recent findings indicate 
that a combination of ovarian extract with pituitary 
extract may meet the requirements. The hormones 
need not necessarily be isolated from the ovaries or 
hypophysis themselves, but may be obtained more 
conveniently and in adequate quantities from excre- 
tions and secretions in which they have already been 
found in abundance and from the placenta. 

E. L. M.D. 


King, E. S. J.: The Association of Endometriosis 
with Neoplasms of the Ovary. Surg., Gynec. & 
Obsi., 1929, xlix, 433. 

The association of endometriosis with neoplasms 
of the ovary suggests that the stimulus responsible 
for aberrant endometrial growth may be due to a 
hormone formed in the ovary. 

King reports three cases of ovarian neoplasm 
associated with either local hyperplasia or prolifera- 
tion of endometrial tissue in abnormal situations. 

Attention is called to the fact that there is an 
extremely close relationship between the ovary and 
the endometrium during menstruation and preg- 
nancy. The decidual cells occur not only in the endo- 
metrium, but also, among other places, in the peri- 
toneum, fallopian tubes, and bowel. ‘This distri- 
bution is very similar to that of endometriosis and 
suggests a common factor. 

In two of the cases reported by the author the 
neoplasms were granulosa-cell tumors. In one, the 
tumor arose in a luteal cyst. King therefore suggests 
that the cells may function similarly to those of the 
corpus luteum or granulosa cells and produce a 
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follicular hormone which may be abnormal in amount 
or quality and produce an overgrowth of endome- 
trium. T. Froyp Bett, M.D. 


Smith, G. Van S.: Proliferative Ovarian Tumors. 

A Clinical and Pathological Study of 435 Cases 

- Treated between 1875 and 1928 at the Clinic of 

the Free Hospital for Women. Am. J. Obst. & 
Gynec., 1929, xviii, 666. 

With the exception of the dermoids, the origin of 
the proliferative ovarian tumors seems to be asso- 
ciated with a lack of ovarian function, abnormal 
ovarian function, and ovarian involution. In some 
cases the prolonged irritative effect of the contents 
of certain benign cysts may be the stimulus to malig- 
nant change. In other cases, malignancy results 
from a change in the methods of metabolism and 
growth of the cells brought about by hyalinization 
and calcification or necrosis due to a decrease in the 
blood supply of the ovary or tumor caused by pres- 
sure or torsion. 

No undiagnosed abdominal tumor should ever be 
tapped, for if it is malignant, tapping will reduce the 
possibility of cure to almost nothing. 

Every effort should be made to remove an ovarian 
tumor intact without spilling any of its contents into 
the peritoneal cavity. Immediately upon its re- 
moval the tumor should be examined grossly and 
microscopically. If it is a dermoid, benign pseudo- 
mucinous cystadenoma, or fibroma, and there is no 
other pathological condition, conservative operation 
is indicated. If it is a benign papillary serous 
cystadenoma and the other ovary appears normal, 
the indication for conservative operation, in the 
absence of other pathological conditions, will depend 
on the patient ’s age and desire for pregnancy. If the 
other ovary is left, the patient should be watched 
for years. If the tumor is malignant, radical opera- 
tion should not be deferred, even when the other 
ovary appears normal. In every case, the vagina, 
cervix, and uterine cavity should be examined to 
rule out possible associated pathological lesions. 

Spontaneous regression of a microscopically ma- 
lignant ovarian tumor did not occur in any of the 
cases studied by the author. : 

Postoperative irradiation in three cases of malig- 
nant tumor did not apparently affect the outcome. 

In a few cases the microscopic grade of malignancy 
is of some value in the prognosis. 

E. L. CoRNELL, M.D. 


EXTERNAL GENITALIA 


Taussig, F. J.: Leucoplakic Vulvitis and Cancer of 
the Vulva (Etiology, Histopathology, Treat- 
ment, Five-Year Results). Am. J. Obst. &Gynec., 
1929, XViii, 472. 

Leucoplakic vulvitis appears usually soon after 
the menopause. It may involve the entire vulva or 
appear in symmetrical or irregular patches. In over 
one-half of the cases there is obliteration of the labial 
and preputial folds known as “kraurosis.” Pruritus 
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of long standing is the most pronounced symptom. 
In negroes, the disease is very rare. In over one-half 
of the cases it leads to the development of carcinoma, 

Clinical and histological studies tend to confirm 
the view that the underlying cause of leucoplakic 
vulvitis is loss of elasticity in the skin due in part to 
deficiency of ovarian hormones. This defect in the 
elastic structure leads to increased friability with 
resulting cracks and abrasions through which bac- 
teria enter the tissues and cause pruritus. Scratch- 
ing then increases the infection by providing new 
ports of entry for bacteria. ‘The chronic vulvitis 
thus produced leads first to hyperplasia (keratosis, 
acanthosis) and later to atrophy (sclerosis, collagen 
formation, kraurosis). 

The treatment indicated in leucoplakic vulvitis 
is excision of the affected vulval skin. The five-year 
results after such a vulvectomy are uniformly favor- 
able and justify the discomforts attendant upon the 
operation. The discomforts have been greatly re- 
duced by two modifications in the technique—the 
use of a vaginal flap over the perineum and the 
preservation of a double anal bridge in cases of 
perianal involvement. 

Cancer of the vulva is not a pathological entity. 
There are four well-defined types: (1) epidermal 
cancer springing from the labial, preputial, or peri- 
neal skin and associated almost always with leuko- 
plakic vulvitis; (2) cancer of the clitoris, a very rare 


and malignant form; (3) vestibular cancer arising 
from the vaginal introitus and usually springing 
from old syphilitic ulcers in relatively young persons; 
and (4) cancer arising in Bartholin’s gland, which is 
rare and usually follows chronic bartholinitis. 

The author reviews seventy-six cases of cancer of 
the vulva, about 60 per cent of which were operable. 
Classification of these cases according to the histo- 
logical malignancy index showed that the index cor- 
responded closely to the extent of the clinical in- 
volvement and that the cancers arising on a leuco- 
plakic basis were relatively benign whereas those 
springing from syphilitic ulcers were very malignant. 

Treatment of cancer of the vulva by radiotherapy 
has been very unsuccessful. Burns occur readily 
and retrogressions are few and temporary. . Surgery 
alone is to be considered unless the patient’s con- 
dition makes it impossible. Simple vulvectomies 
and superficial or one-sided gland dissections are 
frequently followed by recurrence. The bilateral 
Basset technique of gland removal together with 
vulvectomy is a safe operation followed by a high 
incidence of five-year cures. In the cases reviewed 
it resulted in a five-year cure in 81.8 per cent. In 
two of the cured cases there was gland metastasis. In 
every case of leucoplakia the vulvectomy must be 
complete as a new cancer may arise years later from 
a remaining island of leucoplakic skin. 

E. L. Cornett, M.D. 
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PREGNANCY AND ITS COMPLICATIONS 


O'Farrell, M. Z.: Extra-Uterine Tubo-Abdominal 
Twin Pregnancy (Embarazo gemelar extrauterino 
tubo-abdominal). Bol. Soc. de obst. y ginec. de 
Buenos Aires, 1929, viii, 261. 

In the case reported by O’Farrell the course of 
the pregnancy was normal up to the second month. At 
the end of that time the patient began to have in- 
tense pain in the right iliac fossa, which increased up 
to the fifth month when fetal movements began. At 
the beginning of the sixth month the distention of 
the abdomen was out of proportion to the period of 
the pregnancy. In the eighth month the fetal move- 
ments stopped, and fifteen days later there was slight 
menorrhagia. At the end of the ninth month vomit- 
ing, loss of weight, fever, and a rapid pulse began. 

Genital examination showed the uterus to be small 
and the pole of the fetus to be in the right iliac fossa. 
At operation, two macerated fetuses were found. 
The patient died the next day. Macroscopic ex- 
amination of the specimen showed it to be a tubo- 
abdominal pregnancy. Avuprey G. Morcan, M.D. 


Hirst, J. C.: The Kidney of Pregnancy. Am. J. Obst. 
& Gynec., 1929, xviii, 528. 

In the cases of ninety-seven obstetrical patients 
subjected to cystoscopic and pyelographic examina- 
tion, ureteral obstruction occurred in only four. In 
two instances it was due to calculus, in one case to 
congenital narrowing of the orifice, and in one case 
to stricture. The infrequency of ureteral obstruc- 
tion suggests that some additional factor is respon- 
sible for impairment of drainage not accounted for 
by atonic ureteral dilatation or the latent infection 
so common in pregnancy. Hirst believes that this 
impairment is due to intermittent vasodilatation or 
chronic passive congestion of and round the distal 
ureter, evidenced by cedema of the orifice. 

Jaundice did not occur in any of the cases reviewed, 
but in one instance a subacute exacerbation of a 
chronic cholecystitis followed ureteral catheteriza- 
tion. Therefore it appears that even if the renohe- 
patic interrelation is of importance in infection and 
toxemia, it plays no great part in careful cystoscopic 
examination of the obstetrical patient. 

In two cases, the urological examination was fol- 
lowed by aggravation of a chronic pyelitis and in 
one case by precipitation of labor at term. 

The administration of heparmone will reduce the 
blood pressure, but practically only during treat- 
ment. It must be supplemented by other measures. 
It caused headache in many cases, convulsions in 
one case, and a very sharp reaction in one case. Very 
favorable improvement after discontinuance of in- 
jections was noted in four cases. 


The author draws the following conclusions: 

1. Cystoscopic urological diagnosis is an impor- 
tant part of obstetrical service and when carefully 
performed carries no undue risk. 

2. Vasodilatation and circulatory stasis of the 
distal ureter may be concerned directly or indirectly 
with late gestational toxemia. 

3. Early and late toxemia are essentially dif- 
ferent; the latter is primarily of renal origin. 

4. Heparmone appears to bear sufficient specific 
action to separate a hepatic type from the late forms 
of pregnancy toxemias. E. L. Cornett, M.D. 


Middleton, D. S.: Ureteral Dilatation of Preg- 
nancy, Its Complications and Sequelz. Edin- 
burgh M. J., 1929, Xxxvi, 193. 

The average frequency of ureteral dilatation as 
given in various reports is 40 per cent. The right 
ureter is dilated more frequently than the left. The 
condition begins and progresses during the last six 
months of pregnancy. It has been ascribed to pres- 
sure on the ureter between the pelvis and the heavy 
uterus, ureteral paralysis, and the specific inhibitory 
action of bile salts on the musculature. The author 
agrees with Hofbauer that there is a hypertrophy of 
the connective tissue sheath about the ureter with a 
definite new formation of muscle fibers and con- 
nective tissue; that the same forces which have been 
acting on the uterine musculature throughout the 
pregnancy, namely, muscular hyperplasia combined 
with diminished contractility, affect also the ureters. 
A ureteral stricture may be formed after repeated 
pregnancies because of the fibrosis resulting from 
the succeeding periods of hyperplasia. 

Acute pyelonephritis of pregnancy is very com- 
mon and usuaily occurs on the right side. It is 
always associated with ureteral dilatation and very 
often with colonic stasis. Therefore the sequence of 
events begins with the absorption of colon bacilli 
from the proximal colon and ends with infection of 
a vulnerable dilated ureter during the excretion of 
the organisms by way of the renal tract. 

The majority of cases of pyelitis respond to simple 
measures such as the free use of fluids, which pro- 
duces a freer interchange of fluids in the ureteral 
residual urine, the administration of potassium 
citrate, and elevation of the foot of the bed to de- 
crease the pressure exerted on the lower ureter by 
the lower pole of the uterus. In cases which do not 
respond to these measures, the introduction of a 
ureteral catheter into the dilated ureter may be fol- 
lowed by subsidence of the infection. High lavage 
of the colon, the source of the infection, is also 
indicated. 

Hematuria of pregnancy is due most probably to 
ureteral dilatation with a mechanical disturbance in 
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the renal circulation consequent upon a rise in the 
intrapelvic pressure secondary to a rise in the intra- 
ureteral pressure. It usually occurs in multipare in 
whom each succeeding pregnancy has caused more 
permanent ureteral dilatation. It is therefore com- 
monly associated with a stricture of the ureter. As 
infection is present in only about half of the cases, 
it cannot be held responsible for the condition. 
Catheterization of the renal and ureteral residual 
urine usually stops the hemorrhage, but it may 
recur later in the pregnancy. 

The close association between ureteral stricture 
and multiparity is demonstrated by the following 
observations: 

1. A resemblance between the ureterographic 
appearance in the simple ureteral dilatation of preg- 
nancy and stricture of the ureter. 

2. The frequency with which stricture affects the 
right ureter of multiparous women as compared with 
nullipare and men. 

3. The fact that multipare suffering from ureteral 
stricture have suffered from severe loin pain or 
hematuria during one or more of their pregnancies 
and date the onset of their trouble from their last 
pregnancy. 

4. The fact that of eighteen cases, only eight 
showed any trace of infection. 

The symptoms of stricture of the ureter in multi- 
pare are hematuria of pregnancy and pain in the 
renal region, usually on the right side, which has 
been intensified by each succeeding pregnancy. 

Ropert M. Grier, M.D. 


Schwarz, O. H., and Dieckmann, W. J.: Important 
Procedures in the Conservative Treatment of 
Eclampsia. Am. J. Obst. & Gynec., 1929, xviii, 515. 


In the treatment of eclampsia advocated by the 
authors, magnesium sulphate in 25 per cent solution 
is given intramuscularly to control the convulsions. 
Ten cubic centimeters are administered on the pa- 
tient’s admission to the hospital and 5 c.cm. after 
each convulsion until the convulsions are controlled. 
The average amount over a period of five years has 
been 19 c.cm. The maximal amount, 50 c.cm., was 
given in only one case. In coma, magnesium sul- 
phate is not used. The success of the small dose in 
controlling the convulsions and preventing their 
recurrence is attributed to the intravenous adminis- 
tration of glucose. 

Believing that absorption from the alimentary 
canal is an important factor in eclampsia, the au- 
thors give a colonic irrigation and, in addition, 
usually wash out the stomach and leave 60 c.cm. of 
a saturated solution of magnesium sulphate in it. 

The next and most important procedure is the 
intravenous injection of 1,000 c.cm. of a 20 per cent 
glucose solution over a period of from thirty to fifty 
minutes, two, three, or four times daily, depending 
on the severity of the condition. 

Usually, after twenty-four hours, the stomach will 
empty itself. This is evidenced by inability to re- 
cover the injected solution. The authors then inject 
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5 per cent Karo syrup water, beginning with 50 c.cm. 
and increasing the quantity hourly up to the pa- 
tient’s tolerance, which may be as much as 300 c.cm. 
per hour. This treatment is continued until the pa- 
tient is conscious and able to take the eclampsia 
diet of fruit and fruit juices. 

After delivery or death of the fetus, marked blood 
dilution and diuresis occurs. Clinical improvement 
is closely associated with these phenomena. The 
eclamptic woman has an increased tolerance for 
glucose, probably due to the retention of chlorides 
which occurs in pregnancy. The intravenous in- 
jection of large amounts of glucose solution will 
simulate, temporarily at least, the effect produced 
by delivery. In severe eclampsia the prognosis is 
favored chiefly by delivery or early death of the 
fetus. L. Cornett, M.D. 


Lopez, R. E.: Parathyroid Extract-Collip in Eclamp- 
sia and Allied Conditions; Report of Cases. 
Surg., Gynec. & Obst., 1929, xlix, 689. 

Lépez reports a series of four cases of eclampsia 
parturientum in which he found parathyroid extract 
(Collip) very beneficial. A diuresis was usually 
initiated on the second or third day after the injec- 
tion and increased daily for four or five days until the 
cedema disappeared. In two cases a fall in the blood 
pressure of 40 points occurred. The dizziness, 
headache, disturbances of vision, and muscular 
cramps improved readily. In two cases the convul- 
sions ceased soon after the injection. In no case did 
the injection start labor pains, but in one case in 
which the pains were already present it stopped 
them and they did not recur while the treatment was 
continued. There was no change in the fetal heart 
tones. The calcium in the blood did not increase 
after the use of the extract. The dosage ranged 
from 10 to units. A. Brauer, M.D. 


Scipiades, E.: Pregnancy Complicated by Syphilis 
(Komplikation der Schwangerschaft mit Syphilis). 
Aclis Univ. Sci. hungar. elisabeth., 1929, vi, 293. 

The author discusses pregnancy complicated by 
syphilis on the basis of a very large number of cases 
seen in the clinic which is under his direction. The 
article contains numerous tables of statistics on 
different aspects of the condition. 

The statement of Seitz that syphilis plays no 
etiological réle in spontaneous abortion occurring in 
the first four months of pregnancy was only partially 
substantiated by the author’s material. Of the 
women with a positive Wassermann reaction, 53.3 
per cent had aborted spontaneously by the end of the 
fourth month, whereas of those with a negative 
Wassermann reaction, 68.2 per cent had aborted 
spontaneously by the end of that time. On the other 
hand, those with latent syphilis had 53.3 per cent 
more miscarriages than those with manifest syphilis. 

In the later months of pregnancy, syphilis became 
more important as a cause of abortion. In the cases 
of women with habitual abortion, syphilis was re- 
sponsible for only from 2 to 3 per cent more mis- 
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carriages than other factors, in contrast to the 
figures of Seitz, who assumed that syphilis was the 
cause in 20 per cent of his cases of habitual abortion. 
As regards premature birth, his statistics indicate 
that syphilis is the cause of from two to six times as 
many premature births as other factors which favor 
premature delivery. In all cases of premature birth 
of a dead or macerated fetus the fetus is syphilitic. 
When the prematurely born fetus of a syphilitic 
mother survives two weeks, the syphilis in the 
mother is usually latent. 

As regards birth at term, the author concludes 
that the child of a syphilitic mother is born alive and 
free from symptoms of syphilis in only from 6 to 7 
per cent more than half of the cases. Of the women 
with manifest syphilis who were not treated, only 
one-third gave birth to infants which survived two 
weeks, and of these infants one-third showed syphil- 
itic manifestations, Syphilis prolongs the period of 
labor and the puerperium and causes more complica- 
tions during these periods than occur in non-syphil- 
itics. 

The transmission of the syphilitic infection to the 
fetus may occur in three ways: 

1. The fertilized ovum becomes embedded in the 
syphilitic decidua, where the trophoblast immedi- 
ately becomes infected, or it becomes implanted in 
a normal endometrium and the placenta becomes 
infected later. 

2. The infection occurs at the time of separation of 
the placenta, during the tearing of the villi. 

3. The infection occurs percutaneously during 
labor, the virus being transferred from the primary 
lesion in the mother’s genital tract to the skin of the 
fetus. 

The first type of infection, which is the most 
frequent, may result in abortion, premature birth, 
or the birth at term of a dead and possibly macerated 
fetus. If the child is born alive, it shows the manifest 
symptoms or the secondary or tertiary symptoms of 
syphilis. 

In the second type of infection, which is consider- 
ably less common, the child is born alive and appar- 
ently normal, but, after a shorter or longer period of 
incubation, develops the secondary manifestations of 
syphilis. 

In the third type of infection a living child is born 
which develops a typical primary lesion at the site 
of inoculation after the usual period of incubation. 

For the diagnosis of syphilis during pregnancy and 
labor the author recommends, besides a consid- 
eration of the history and the findings of clinical 
examination, a Wassermann test on blood drawn 
from the arm vein. When it is difficult to obtain 
blood from the arm, blood obtained from the umbil- 
ical cord during labor may be used. The Wasser- 
mann test should be repeated after the puerperium. 
As a control of the Wassermann test, the Meinicke 
test is of value during pregnancy and the Sachs- 
Georgi test during the puerperium. 

The diagnosis of syphilis in the newborn is more 
difficult, but may be made from a strongly positive 
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Wassermann reaction in the mother during the first 
week of the puerperium or from the demonstration 
of the spirochetes in the secretions and excretions of 
the newborn or in the internal organs of the dead 
fetus by Levaditi’s staining method. 

Serological tests have shown that the incidence of 
syphilis in pregnant women is to per cent. 

The treatment of syphilis during pregnancy and 
labor attempts to maintain the normal course of 
pregnancy and prevent infection of the fetus. Pro- 
phylaxisis very important. Syphilitics should be given 
permission to marry only when, following three or 
four courses of specific treatment, three examina- 
tions at intervals of four months have proved them 
serologically and clinically negative. During preg- 
nancy, the syphilitic mother should receive another 
course of specific therapy. The author recommends 
the combined neosalvarsan and mercury treatment 
but states that the latter may be replaced advan- 
tageously by bismuth preparations. When the in- 
fant is syphilitic it should always be nursed by the 
mother. When it seems to be free from syphilis, 
neither the syphilitic mother nor a normal nurse 
should nurse it; it should be fed with milk pumped 
from the breast or by artificial feeding. 

The treatment of infants born of syphilitic mothers 
should be begun immediately after birth even if they 
are free from symptoms. When this is done the 
prognosis as to life and cure is much better. The 
most advantageous treatment is the administration 
of bismuth preparations (0.3 to 1c. cm.). The com- 
bined therapy (neosalvarsan and mercury) may also 
be begun by bismuth treatment in order to prevent 
the life-threatening loss of weight which results from 
the sudden liberation of endotoxins by massive 
treatment. The treatment should be continued for 
at least two years, an average of two courses each of 
three months’ duration being given yearly. At the 
end of that time the condition of the child and the 
Wassermann reaction should determine the manage- 
ment of the case. SILBIGER (G). 


LABOR AND ITS COMPLICATIONS 


Essen-Mdller, E.: The Labor of Primipare Past 
Forty Years of Age. Acta obst. et gynec. Scand., 
1929, Vili, 103. 

The author reviews the labors of 206 primipare 
forty years of age or older. ‘Two of the women died, 
one from sepsis after labor lasting for one hundred 
and sixty-seven hours with a sacral presentation and 
the other from acute exsanguination after spontane- 
ous labor with placenta previa. Both could have 
been saved if intervention had been done in time. 

Seventeen of the infants died before, during, or 
after the labor, the infant mortality being therefore 
8.25 per cent. Some of these children could probably 
have been saved by earlier intervention. 

Essen-Miller is of the opinion that primipare 
over forty years of age are exposed to greater danger 
at labor than other women. While he does not ap- 
prove of the routine performance of cesarean section 
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on such primipare, as has been proposed by others, 
he believes that this operation should be done more 
often when careful consideration of the conditions 
in the particular case indicates that the dangers to 
the child may be decreased in this way without 
subjecting the mother to greater risk. 


Frey, E.: The Significance of Labor Pains in the 
Physiology and Pathology of Labor in Pre- 
mature Rupture of the Membranes (Die Be- 
deutung der Wehentafel fuer die Physiologie und 
Pathologie der Geburt beim vorzeitigem Blasen- 
sprung). Schweiz. med. Wchnschr., 1929, i, 613. 


The author has made extensive investigations re- 
garding the significance of premature rupture of the 

membranes and has arrived at some entirely new 
conclusions. 

By “premature rupture”’ is meant’ pture occur- 
ring before the onset of labor pains. The demonstra- 
tion of an alkaline reaction of the vaginal contents is 
an uncertain criterion. In over 3,000 deliveries in 
the Obstetrical Clinic at Zurich, premature rupture 
of the membranes occurred about one-third times 
more often in primipare than in multipare and was 
more frequent when coitus had been practiced in the 
last month of pregnancy. In cases of narrow pelvis, 
it is from one-third to one-fourth times more fre- 
quent in both multipare and primipare. Prolapse 
of the cord is more common in cases of premature 
rupture of the membranes. The author found the 
incidence of prolapse of the cord to be 7.24 per cent 
in cases of premature rupture of the membranes and 
only 3.88 per cent in those in which the membranes 
ruptured at the normal time. Prolapse of the cord 
necessitates operative intervention, and operation in 
the presence of premature rupture of the membranes 
is followed more frequently by fever in the puerpe- 
rium. 

The author points out that up to the present time 
the total number of pains at a particular labor has 
never been recorded. He found that in multipare 
the first stage of labor is completed by one-third, 
and the second stage, by two-thirds, the number of 
pains occurring in primipare. He found also, con- 
trary to the previous belief, that the first stage of 
labor in primipara as well as in multipare is one- 
third shorter and has fewer pains following prema- 
ture rupture of the membranes than the first stage 
with a similar presentation and normal rupture of 
the membranes. However, this observation should 
not encourage artificial premature rupture of the 
membranes because, in the spontaneously occurring 
premature rupture, the hormonal inhibition is defi- 
cient because the pregnancy has reached its biolog- 
ical termination and because of a certain reflex of a 
psychic character based on the sympathetico-adrenal 
system. In artificial rupture of the membranes these 
factors are absent. Therefore artificial rupture of the 
membranes during the period of cervical dilatation 
should be avoided. 

By means of tables, the author shows that in 40 
per cent of primipara and 70 per cent of multipare 
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the first stage of labor was completed with 50 labor 
pains and in 95.5 per cent of primipare and 99 per 
cent of multipare it was completed, at the very 
most, with 150 pains. In the others, up to 200 pains 
were necessary. Therefore, when the primary vagi- 
nal findings are not known and the first stage of labor 
is not completed after 200 labor pains following rup- 
ture of the membranes, spontaneous dilatation of 
the cervix is not to be expected and the birth of a 
live child is improbable since, in the presence of 
dilatation the size of the palm of the hand, manual 
reposition of the incarcerated cervical lips is impos- 
sible. In cases in which the size of the cervical dilata- 
tion after rupture of the membranes is known, it is 
necessary to wait only for roo labor pains. If the 
cervix remains unchanged during this time, sponta- 
neous dilatation is impossible and there is danger of 
injury from severe pressure. Expectant treatment 
therefore should be abandoned if the cervix has not 
dilated to the size of the palm of the hand and if it is 
impossible to replace the compressed lip of the cervix. 
The author designates this as the syndrome of fixa- 
tion, formulated from the number of labor pains. He 
therefore believes that in such cases it is no longer 
necessary to await the syndrome of incarceration of 
the isthmus after premature rupture of the mem- 
branes, namely, a bloody transudate in the amnion 
and pressure oedema of the cervix; it is necessary 
only to count the labor pains. When the amnion is 
intact incarceration of the cervix never occurs. 

In recent obstetrics, operative aid has not been 
insufficient but sometimes it has been given too late. 
Premature spontaneous rupture of the membranes 
therefore has great significance. Our knowledge in 
this field has been widened. It remains to be deter- 
mined in further studies whether, in the presence of 
disproportion and premature rupture of the mem- 
branes, no consideration should be given to the child 
or abdominal section should be performed. The pro- 
longation of the first stage of labor with an intact 
amnion has no disadvantage for either the mother or 
the child. R. Kuan (G). 


= W. E., and Studdiford, W. E.: A Review of 

Breech Deliveries During a Five-Year Period at 

the Sloane Hospital for Women. Am. J. Obst. & 
Gynec., 1929, xviii, 623. 

The authors review 348 breech deliveries occurring 
at the Sloane Hospital for Women, New York, during 
the years from 1923 to 1927 inclusive. Ninety-two 
of the babies were markedly premature or macerated, 
weighing under 4 lb. In 256 cases, the gross mortal- 
ity, including all stillbirths and neonatal deaths, was 
14 per cent. Even when 4 cases of gross fetal ab- 
normality incompatible with life and the cases of 
serious placenta previa are deducted, the net mortal- 
ity was 11.1 per cent. 

A very large proportion of the infant deaths in 
breech births occur among macerated, abnormal, 
and premature children and in cases ‘of multiple 
birth. This mortality will be reduced by better 
prenatal care. 
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External version is being more and more advo- 
cated, but there are numerous cases in which it 
cannot or should not be done. 

The chief source of danger in breech delivery is 
the undilated cervix. In the cases reviewed by the 
authors, 82 per cent of the primipare and 4o per 
cent of the multipare had trouble on account of 
non-dilatation of the cervix. A “hands-off” policy 
until the cervix is completely dilated should be the 
rule, but there are many cases in which the cervix 
will not dilate even after prolonged labor. This is 
apt to be true especially in cases of contracted pelvis. 
In the cases reviewed by the authors, 60 per cent of 
the primipare and 32 per cent of the multipara 
whose labors were complicated by failure of the 
cervix to dilate had a contracted pelvis. Manual 
dilatation of the cervix is most unsatisfactory, often 
resulting in serious tears and paralysis. In many 
cases, cutting of the anterior lip of the cervix should 
be done. 

Prolapse of the cord was found in 12 of the 256 
cases cited. In 8 of these, stillbirth resulted. 

Many obstetricians have advised routine inter- 
ference with the second stage under deep anesthesia. 
This policy was followed by the authors as a matter 
of routine for a short time, but the mortality in- 
creased so greatly because of misjudgment of the 
cervix and various other complications which arose 
in cases managed by less experienced operators that 
it was abandoned for the more conservative “hands 
off” policy. The mortality then showed a marked 
reduction. 

In view of the high infant mortality, the prolonga- 
tion of labor which is frequently necessary to effect 
delivery safely, and the serious complications which 
often develop, it is not surprising that caesarean 
section is being performed more and more frequently 
in cases of breech presentation. Some of the still- 
born infants could have been saved by cesarean 
section, but the frequent use of the operation will 
undoubtedly increase the maternal mortality and in 
the vast majority of cases cwsarean section is un- 
necessary. It is indicated, however, in the cases of 
elderly primipare if difficulty with delivery is fore- 
seen. In cases of contracted pelvis it should be 
considered not only on account of the unmoulded 
aftercoming head but also on account of the difficulty 
in dilating the cervix. 

BurGEss, in discussing this report, stated that, 
according to the statistics of 9,000 deliveries in cases 
of contracted pelvis since 1924, the operation of 
version and extraction is being performed in such 
cases much less frequently today; that when it has 
been attempted, the infantile mortality has in- 
creased; and that elective cesarean section has 
proved the operation of choice. 

EnRENFEST analyzed a consecutive series of 518 
private cases, in all of which proper prenatal care 
was given. He made 11 successful external versions 
in recognized breech presentations with the loss of 1 
baby, and in the same series had 11 breech labors 
with 3 fetal deaths. As the 1 death after successful 


external version was caused by unavoidable crani- 
otomy, it cannot be counted against external version. 
Among the 3 babies lost after breech labor there 
was 1 with enormous cystic degeneration of the 
kidneys. The death of this infant therefore should 
not be counted against breech labor. One of the 2 
other infant deaths after breech labor occurred in the 
case of an elderly primipara with a typical, long 
labor. The baby died during birth. The second 
occurred in the case of a woman with a slightly 
funnel-shaped pelvis. In this patient’s second preg- 
nancy a breech presentation was recognized, external 
version was done, and the baby delivered alive. In 
her third pregnancy the breech presentation was 
overlooked and the baby was lost. 

MArttHeEws stated that in his opinion most babies 
are lost on account of too much hurry in delivering 
the breech and after-coming head. At the Metho- 
dist Episcopal Hospital, Brooklyn, during the past 
two and a half years, there were 192 breech presenta- 
tions and 22 versions, making a total of 214 breech 
deliveries. The incidence of stillbirth was 12.1 per 
cent. In the 44 breech presentations at the Long 
Island College Hospital, Brooklyn, during the past 
year the incidence of stillbirth was 15.2 per cent. 

PotaKk said that after the cervix is fully dilated 
and the breech has presented and is out of the vulva 
oe should not pull but should merely 
guide. 

DELEE stated that in 6,031 births at the Chicago 
Lying-In Hospital in 1926 and 1927, breech presenta- 
tions occurred in 250 (4.1 per cent). The reason for 
the high incidence is that this hospital receives a 
large number of referred cases of breech delivery. 
In the 250 cases, breech extraction was performed 
166 times and cesarean section 43 times. In the 
remaining 41 cases the labor was spontaneous or 
manual aid was necessary. One hundred and forty- 
seven of the women were multipare. There were 
24 fetal deaths. Fourteen of the babies were still- 
born and to died later. When the babies which were 
dead at the time of the mother’s admission to the 
hospital, the monstrosities, the syphilitics, those with 
intestinal obstruction, and the eclamptics are de- 


ducted, the corrected mortality in the 250 cases was. 


5.6 per cent. 

KING recommended external version in cases of 
breech presentation. He believes that assistance 
should be given only when it is necessary. 

E. L. Cornett, M.D. 


Moir, D. C.: The Mechanics of Internal Rotation 
of the Fetus. Edinburgh M. J., 1929, xxxvi, 211. 


Moir presents an extensive survey of the literature 
and discusses the various theories concerning the 
mechanism of internal rotation of the fetus. His 
own theory is based on mechanical forces. From his 
investigations he concludes that in the process of 
moulding the fetal head becomes a bluntly pointed, 
cylindrical structure; that when the moulded head is 
fully flexed the long axis is very nearly parallel with, 
and is continuous with the long axis of the body; and 
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that the moulded and flexed fetal head must be re- 
garded as being very nearly symmetrical about its 
long axis. 

He regards the fetus as being propelled through 
the passage by a driving force from above, and the 
passage as being practically circular in cross-section 
at every point and having a bend of almost a right 
angle at its lower end. The fetus is considered a 
double cylinder, one-half of which is formed by the 
head and the other half of which is formed by the 
trunk. These cylinders are so articulated that one 
can be bent on the other with different facility in 
different directions. Part of the driving force exerted 
on the fetus in causing it to pass through the curved 
canal is absorbed by that body and converted into 
certain unequal lateral forces. These pressures, re- 
acting on the fetus, bring into play tangential forces 
which, in turn, are the cause of rotation. 

Moir has devised an ingenious model by which he 
is able to explain his theory and all possible positions 
of the fetus in relation to the pelvis. 

ApranaM A. Braver, M.D. 


Karstad, J.: The Treatment of Placenta Przevia at 
the Gynecological Clinic in Oslo in the Period 
from 1907 to 1927 (Behandlung der Placenta 
praevia an der Frauenklinik in Oslo von 1907-1927). 
Norsk Mag. Legevidensk., 1929, xc, 265. 

The period from 1907 to 1927 was chosen for this 
study because, the clinic being under the same direc- 
tion, the principles of treatment were practically 
constant. In recent years the question of the ad- 
visability cf cwsarean section in placenta pravia 
arose. The results of the operation were promising, 
but casarean section was not adopted as the stand- 
ard procedure. A university clinic, being a teaching 
institution, cannot leave out of consideration the de- 
mands of practice. The ideal would be to treat all 
cases of placenta previa in a hospital. 

The material reviewed by the author included 361 
cases, of which 71 (20 per cent) were those of primip- 
are. Central placenta pravia occurred 1o1 times, 
lateral placenta praevia 127 times, and a deeply im- 
planted placenta previa (with hemorrhage before 
labor) 133 times. The mortality was 4.7 per cent (17 
deaths). The fetal mortality was high. Of 364 chil- 
dren (3 pairs of twins), 209 (57.4 per cent) died. Of 
these 209 children, 92 were dead before the mother’s 
admission to the hospital or were immature (carried 
less than thirty-four weeks). 

The type and time of treatment must be varied 
according to the severity of the bleeding. In 97 cases 
the bleeding stopped spontaneously, but in this 
group there were 2 deaths from hemorrhage after 
delivery. 

In placenta previa the pains are frequently un- 
satisfactory. Pituitrin often fails after artificial rup- 
ture of the membranes. The author cites the method 
of Willet, who recommends grasping the scalp with a 
vulsellum after rupture of the membranes in vertex 
presentations and pressing against the site of the 
bleeding placenta by continuous traction. 


In the cases reviewed, Braxton-Hicks version was 
done 132 times with 8 maternal deaths, a mortality 
of 6 per cent. The fetal mortality was more than 90 
per cent. After metreurysis, the fetal mortality was 
78 per cent. Markedly exsanguinated patients should 
be given a transfusion of blood or saline solution be- 
fore being subjected to intervention of any type. 

Cesarean section was done 25 times for placenta 
previa. One woman died twenty-five days after de- 
livery from embolism. Two children died, a fetal 
mortality of 8 per cent, but 1 of them was dead be- 
fore the operation. Up to the present time the indi- 
cations for cesarean section have been: (1) an unin- 
fected patient with a living and viable child, (2) 
marked hemorrhage from the beginning of labor, 
especially i in a primipara, (3) a severely exsanguin- 
ated patient in whom cesarean section is the most 
rapid and most blood-sparing delivery without con- 
sideration of the child. 

At the University Clinic in Oslo, the vaginal casa- 
rean section was carried out only 3 times for placenta 
previa. The chief of the clinic is opposed to this pro- 
cedure. Postpartum hemorrhages occurred in only 
5 per cent of the cases of placenta previa. In the 
last year, 3 cases of cervical placenta pravia were 
treated with good results, but these cases are not 
reported in detail. The incidence of fever after 
placenta previa was about 30 per cent. The most 
dangerous infections developed after version. 

SAENGER (G). 


Skajaa, K.: Czesarean Section in Infected Labors 
(Kaiserschnitt bei infizierten Geburten). Norsk 
Mag. Legevidensk., 1929, xc, 249. 

Since 1919, the deep, intraperitoneal caesarean sec- 
tion has been the normal method at the University 
Gynecological Clinic at Oslo. The results have been 
so good that the indications have been extended and 
the operation has been performed even in cases 
which did not meet the demands of absolute clean- 
liness. In the last few years, casarean section was 
done also in a few cases of manifest infection. Pre- 
vious to the operation, the bacteria of the vaginal 
secretion were examined by means of the virulence 
test and found of low virulence. There is reason to 
assume that this method of examination is of value 
in establishing the indication for caesarean section in 
infected cases. 

The author compares the results of the deep, in- 
traperitoneal casarean section during the years 1918 
to 1928 at this clinic with the results of the classical 
cesarean section performed in the period from 1906 
to 1918. The classical caesarean section was done 61 
times: during this period with 11 deaths. Eight of 
the deaths, at the most, were due to the operation. 
In 5 cases the cause of death was peritonitis. Of the 
50 women who survived, 30 had an uncomplicated 
postoperative course. In 6 cases there was suppura- 
tion of the wound. Thrombosis and embolism each 
occurred once. In 4 of the 5 cases in which death re- 
sulted from peritonitis, the operation was performed 
at the beginning of labor before rupture of the mem- 
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branes and when the pulse and temperature were 
normal. In 3 cases, autopsy revealed suppuration in 
the wound as the point of origin of the peritonitis. 

In the last ten years, 134 deep cesarean sections 
were done with 10 deaths, 6 of which were due to 
eclampsia, 1 to valvular disease, 1 to collapse eight- 
een hours after the operation with premature separa- 
tion of the placenta, and 2 to pulmonary embolism. 
Not a single fatality was due to infection. In 3 cases 
there was a suppuration of the abdominal wound. 
Thrombosis occurred in 13 cases and embolism in 2. 
Aside from the frequency of thrombosis, the post- 
operative course was much more favorable than in 
the series of cases in which the classical caesarean 
section was performed. In 12 cases, amputation or 
total extirpation of the uterus was done after the 
cesarean section because of an existing infection. 
With the exception of 1 or 2 cases, the uterus was 
opened in situ in the abdominal cavity. In spite of 
the unavoidable soiling of the abdominal cavity in 
these manifestly infected cases, no signs of perito- 
nitis developed. In 21 cases there was a suspicion of 
infection. In 14 cases, the virulence test was carried 
out previously so that the result was known at the 
time of operation, but in others it was first made im- 
mediately before the operation and the result de- 
termined twenty-four hours later. In all cases it 
showed the bacteria to be avirulent (marked reduc- 
tion in the number of bacteria). 

In 1 case the almost uncomplicated course after 
cesarean section in the presence of severe infection 
was especially noteworthy. ‘This was the case of a 
primipara at the end of pregnancy. Three days be- 
fore the patient’s admission to the hospital an in- 
creasing swelling of the vulv extending to the anal 
region appeared with severe pain and repeated chills. 
In the left labium the cocoanut-sized swelling pre- 
sented a necrotic area as large as the palm of the 
hand. An erysipelas-like zone appeared in the ad- 
jacent regions, extending up to above the symphysis 
and inguinal region and to the buttocks and the 
thighs. The temperature was 37.5 degrees C. and 
the pulse 100. Extensive incisions were made, and 
gas was found in the darkly discolored tissues. 
Throughout this area and also in the inguinal region 
the tissue was discolored and did not bleed. There 
was no pus; only a thin fluid secretion which con- 
tained numerous gram-positive and gram-negative 
bacilli and streptococci. ‘The treatment consisted of 
drainage and the application of compresses of potas- 
sium permanganate. Shortly thereafter, labor pains 
began. The cesarean section could be done only 
after an incision above the umbilicus. For the first 
fourteen days, the postoperative course was afebrile. 
Then, thrombosis developed. The greater part of 
the left labium was cast off. The wounds cleared up 
in the course of a few weeks. An anal fistula, which 
appeared at the lower angle of the wound on the 
right side near the perineum, indicated an anal ab- 
scess as the point of origin of the infection. ‘The vir- 
ulence test revealed a marked reduction of the he- 
molytic streptococci and anaérobic organisms. 
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The author emphasizes that, except in this partic- 
ular case, the recently employed deep cesarean sec- 
tion offered the best possibility for the limitation of 
an infection from the uterine incision. He repudiates 
the extraperitoneal caesarean section as the normal 
method on account of its complexity. 

In cases of severe infection the uterus must be 
sacrificed after the casarean section. ‘The methods 
which make it possible to preserve the uterus in such 
cases (fistula of the uterus and abdominal wall and 
temporary exteriorization of the uterus according to 
Portes) are mentioned but not recommended. 

The difficulty in infected cases is due to uncer- 
tainty as to whether the infection is dangerous or 
slight. The author believes that this can be deter- 
mined only by means of the Ruge virulence test as 
modified by him. In the last two years he has carried 
out this test in all doubtful cases. He maintains that 
the deep cesarean section with effective peritoniza- 
tion can be performed without danger even in cases 
of manifest infection when the virulence test shows 
that the virulence is low. In cases of moderate infec- 
tion, the retrovesical caesarean section with drainage 
into the vagina, the extraperitoneal cesarean sec- 
tion, delivery through a fistula of the uterus and 
abdominal wall, or the operation of Portes comes up 
for consideration. In cases of high virulence, ampu- 
—_ or total extirpation of the uterus must be 
done. 

The value of the virulence test in caesarean section 
is impaired by the fact that the result is known only 
after twenty-four hours. In cases of narrow pelvis, 
when the necessity for casarean section is indicated 
by the calculated period, the result will be available 
in time; in the others, it can be determined only on 
the day of operation. In cases with somewhat greater 
virulence of the bacteria, the total extirpation may 
still be done on the day after the caesarean section. 
In cases with high virulence of the bacteria, the 
woman cannot be saved. However, such cases are 
rare, SAENGER (G). 


Horner, D. A.: Postczesarean Bursting of Abdomi- 
nal Wounds: A Report of Three Cases. J. Am. 
M. Ass., 1929, xciii, 1120. 


Spontaneous rupture of an abdominal incision 
may be partial, resulting in postoperative hernia, or 
complete, the abdomen being opened and its contents 
exposed. Horner reports three cases of complete 
wound separation following cesarean section. 

Case 1 was that of a thirty-three-year-old primip- 
ara at term who was suffering from acute bronchial 
asthma and marked cardiac decompensation. ‘The 
patient has had a previous myomectomy. Because 
of the dyspnoea, cardiac exhaustion, and pulmonary 
oedema, a classical casarean section was done under 
local anesthesia. ‘The uterus was closed with three 
layers of catgut sutures, the peritoneum with a run- 
ning catgut stitch, the fascia with interrupted 
chromic catgut, and the skin with silk and tension 
sutures of silkworm gut which included all layers to 
the peritoneum. On the seventh day after the opera- 
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tion, following removal of the retention sutures, the 
entire wound parted, exposing several coils of bowel. 
There was no shock. ‘The wound was sutured im- 
mediately with through-and-through silkworm su- 
tures, but six hours later, following a violent cough- 
ing spell, it re-opened and urine escaped from the 
abdomen (bladder rupture). Replacement of the 
distended bowel being rendered impossible by the 
patient’s dyspnotic straining, an artificial elastic ab- 
dominal wall was constructed by covering the pro- 
truding mass with a rubber dam, the edges of which 
were sutured to the skin. Perforations in the rubber 
permitted the escape of urine and other discharges. 
On the sixth day, when the rubber dam was re- 
moved, the coils of intestine wer found covered by 
a fibrinous sac. This sac eventually epithelialized. 
The vesical fistula closed spontaneously The patient 
was discharged on the twenty-fitit: day following the 
accident, with a large postoperatiy + hernia. 

Case 2 was that of a para-iii, thirty-five years of 
age, who had a bicornate uterus. The patient’s first 
child was stillborn and her second child 4? fu"ow- 
ing the induction of labor and version tc. tran ve: +. 
presentation. Two weeks before term in her third 
pregnancy she entered the hospital with the fetus in 
transverse presentation. The thyroid was enlarged, 
but no symptoms of hyperthyroidism were present. 
The patient coughed frequently, but the rales and 
cough ceased after a few days of rest in bed. Laparo- 
trachelotomy was performed under local anesthesia 
with closure of the peritoneum, muscle, fascia, and 
fat with catgut and of the skin with silk. Immediate- 
ly after the operation the cough returned. Following 
the removal of stitches on the tenth day, a mass was 
seen at the lower end of the wound. The patient 
then had a violent coughing spell and the entire 
wound burst open with loops of intestine protruding 
through holes in the omentum. There was no shock 
or evidence of infection. Immediate closure was 
done under local anesthesia. It was discovered that 
several of the sutures had torn out of the fascial in- 
cision. The omentum and intestines were easily re- 
placed in the abdominal cavity and the wound was 
re-united with silkworm figure-of-eight sutures and 
catgut sutures for the fascia. The wound healed by 
primary intention, and the patient was discharged on 
the seventeenth day following the secondary repair. 

The third case was that of a thirty-five-year-old 
primipara in labor at term who was suffering from 
nephritic toxemia, decompensated aortic regurgita- 
tion, albuminuria 2+, and a blood pressure of 200 
systolic and 70 diastolic. As the head was floating 
after eight hours of moderately severe labor, a laparo- 
trachelotomy was done under local anesthesia. The 
abdomen was closed as in Case 2. On the fourth day, 
following several severe paroxysms of coughing, the 
dressings were saturated by a discharge coming from 
a small opening in the center of the incision. The 
following day the entire wound separated. There 
was no shock. The bowel was gently freed from the 
skin edges and the skin was drawn together by ster- 
ile adhesive strips. Twenty-four hours later, after 


severe and continued coughing, the intestines were 
again forced through the wound. No trace of catgut 
was found when the incision was prepared for sec- 
ondary closure, and the wide gaping of the wound 
made it impossible to bring the edges together by 
sutures. Half-inch rubber tubing was laid along 
each side of the abdominal opening and fastened by 
silkworm sutures extending through the recti mus- 
cles. The omentum and bowel were covered by 
petrolatum-covered rubber tissue and the tubes 
were pulled together by heavy silk. The rubber 
dim was removed before the last stitch was tied. 
The patient recovered without hernia and was dis- 
charged thirty-seven days later. 

The frequency of bursting of the abdominal in- 
cision after section varies in different clinics from 
0.2 to 2 per cent. The healing of wounds is influenced 
by age, obesity, coincident disease, the character 
and type of the closure, the quality and quantity of 
the suture material, the degree of hamostasis, and 
infective processes. The early absorption of the cat- 
gut in one of the cases reported may be explained on 
a physicochemical basis, the toxemic condition 
causing a difference in the tissue juices which in turn 
caused rapid and complete disintegration of the su- 
tures. It is noteworthy that the three patients were 
poor surgical risks. All were over thirty-three years 
of age and in all the pregnancy was complicated by 
such conditions as bronchial asthma, coughing, obes- 
ity, nephritic toxemia, broken compensation, goiter, 
and bronchitis. Continued coughing may be a pre- 
disposing factor in the production of dehiscence. 

The opened wound edges and exposed viscera in a 
few hours are covered by a yellowish fibrinous de- 
posit associated with a free flow of straw-colored 
transudate from the peritoneal cavity. The fibrin de- 
posit soon walls off the general peritoneal cavity, 
agglutinates the bowel, omentum, and retracted 
wound edges, and, by contracting, draws the mar- 
gins together. Except in cases of violent strain, 
dehiscence is an unexpected complication. Attention 
is called to the wound by a watery discharge (peri- 
toneal fluid). Symptoms of peritonitis or intestinal 
obstruction may occur. 

The breaking open of an abdominal incision may 
be a most serious complication. Strangulation of the 
bowel and omentum and general peritonitis are the 
usual causes’ of death. When infection of the wound 
is the cause of, or associated with, the rupture, the 
mortality is high. Statistics show that the death 
rate in gynecological laparotomies with this compli- 
cation ranges from 20 to 75 per cent. 

Prophylaxis is an important element in the treat- 
ment. The effect of the distention of pregnancy on 
the tissues of the abdominal wall must be considered. 
Staggering of the incision in the different layers of 
the abdomen so that no structure is opened in the 
plane of the one above has been suggested. ‘The 
author emphasizes the importance of preventing 
tissue necrosis and the value of interrupted and re- 
tention sutures in the closure of the abdominal wall. 

Auice F. Maxwe M.D. 
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PUERPERIUM AND ITS COMPLICATIONS 


Polak, J. O., and Clark, C.: Puerperal Morbidity 
and Mortality. J. Am. M. Ass., 1929, xcili, 1436. 


In a study of nearly 1,000 maternal deaths the 
author found that 58 per cent were caused by 
generally preventable conditions such as septicemia, 
toxemia, and hemorrhage, and that in 58 per cent 
of the fatal cases operative procedures had been 
carried out. He classifies as morbid any case which 
shows an elevation in the temperature to 100.4 
degrees F. at any time after the first twenty-four 
hours during the patient’s stay in the hospital. 
Seventy-five per cent of the morbidity in the clinics 
in and about New York is caused by infections of the 
breasts and upper respiratory and urinary tracts. 

There is evidence that patients with a previous 
streptococcic infection immunize themselves to a 
considerable degree against subsequent streptococ- 
cic infection. Abert W. Horan, M.D. 


NEWBORN 


Voron, Gaucheraud, and Chavent: Hzmoperi- 
cardium Following the Intracardiac Injection 
of Adrenalin in the Case of a Newborn Infant 
(Hémopéricarde consécutif 4 une injection d’adréna- 
line intracardiaque chez un nouveau-né). Bull, Soc. 
d’obst. et de gynéc. de Par., 1929, xviii, 563. 


The authors report an attempt to resuscitate a 
newborn infant by intracardiac injections of 1:1,000 
adrenalin following spontaneous breech delivery 
aided by Mauriceau’s maneuver. The heart tones 
were irregular and feeble and there were no respira- 
tory movements. Three injections of adrenalin of 
1 c.cm. of each were given into the heart after other 
measures had failed. Death occurred two hours 
after birth. 

Autopsy revealed intracranial haemorrhage and 
an extensive hemopericardium. The three injection 
sites were plainly visible—two on the surface of the 
left ventricle and one penetrating the coronary 
vessels, 

The authors comment on the paucity of authentic 
case reports of resuscitation of the newborn by the 
method described. They believe that puncture of 
the cardiac vessels offers grave possibilities and 
advise using only needles of the finest gauge. 

Harotp C. Mack, M.D. 


MISCELLANEOUS 


Jellett, H.: The Future of Obstetrical Practice. 
Lancet, 1929, ccxvii, 859. 

The art of midwifery has passed through many 
stages. It may be assumed that, originally, women 
delivered themselves as do wild animals and with as 
little danger to themselves. Human life becoming 
more complicated and artificial, pre-existing diseases 
became more frequent and mechanical complica- 
tions of labor appeared more often. To the ordinary 
risks were added the risks of blood infection intro- 
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duced by those whose object it was to assist. In 
the past, interference with labor was limited and 
asepsis was unknown; today, interference is frequent 
and asepsis is occasional. In the future, if maternal 
mortality is to be brought to the minimum, inter- 
ference must be avoided as far as possible and 
asepsis must be positive. 

The art of midwifery has three aims: to bring the 
mother safely through pregnancy, labor, and the 
puerperium; to insure the delivery of a healthy 
infant; and finally, to leave the mother in as normal 
a condition at the end of the puerperium as she was 
at the beginning of the pregnancy. The accomplish- 
ment of these aims is dependent upon the obstetrical 
attendant, the antenatal diagnosis and care, and 
the environment. 

The chief essentials of the management of normal 
labor are asepsis and the avoidance of interference. 
The specialist and the midwife are in a better posi- 
tion to offer the proper care than the general prac- 
titioner whose contact with various infections and 
lack of sufficient time render it difficult for him to 
obtain asepsis or give expectant treatment. Statis- 
tics show that in Holland, England, Wales, Aus- 
tralia, and New Zealand the maternal death rate 
from sepsis was from four to six times greater in 
cases attended by practitioners than in those at- 
tended by midwives. The necessity for adequate 
training of medical practitioners in the prevention 
and treatment of obstetrical anomalies is evident. 
Thoughtful antenatal diagnosis and care, effective 
assistance in abnormal labor, and sufficient post- 
natal supervision are the particular responsibilities 
of the medical profession. A suitable environment 
is one which permits the labor to be carried out with 
the same degree of asepsis as that with which a 
surgical operation is performed. 

‘The author attributes the unduly high maternal 
mortality to the conduct of normal labor by general 
practitioners, which introduces unavoidably the 
factors of: (1) haste, unnecessary interference, and 
sepsis; (2) insuflicient medical education of both 
medical practitioners and midwives which, in the 
former, is responsible for insufficient skill to treat 
obstetrical disease and complications, and in the 
latter, for insufficient knowledge to diagnose patho- 
logical conditions and appreciate the necessity for 
asepsis; (3) inadequate antenatal diagnosis and care, 
which may lead to unnecessary deaths from toxe- 
mia, sepsis, haemorrhage, and mechanical difficulties; 
and (4) unsuitable environment, which leads to 
exogenous infection. Autce F, Maxwett, M.D. 


Holmes, R. W., Mussey, R. D., and Adair, F. L.: 
Maternal Mortality. J. Am. M. Ass., 1929, xciii, 
1440. 

In the United States, puerperal infections stand 
first among the causes of maternal mortality. Most 
of them are contact infections, their source being a 
streptococcic infection of the upper respiratory tract 
of the obstetrician, midwife, nurse, or other attend- 
ant. 
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The authors emphasize the necessity of edu- 
cating the laity regarding the dangers of abortion, 
toxemia, and infection and the importance of good 
care during pregnancy, labor, and the puerperium. 

Abert W. Hoiman, M.D. 


Williams, J. W.: A Clinical and Anatomical De- 
scription of a Naegele Pelvis. Am. J. Obst. & 
Gynec., 1929, xviii, 504. 

The author reports the case of a woman with a 
typical Naegele pelvis who had had six spontaneous 
labors and died after the operative delivery of a 
seventh child. In the first three of the four labors 
which were conducted in a clinic the largest child 
weighed 2,900 gm. and had a biparictal diameter of 
8.75 cm. The child delivered in the fourth labor 
weighed 3,400 gm. and had a biparietal diameter of 
9.5 cm. 

The woman walked without a limp. Her abnor- 
mal bodily habitus was so slight as to escape detec- 
tion by any but the acute observers. There was 
nothing in her history to indicate that she had at 


any time suffered from inflammatory bone disease. 

In the last labor, the first stage lasted seventeen 
hours and the second stage two hours. After failure 
with forceps, version was done. The patient was 
delivered at her home. Several hours later she was 
so seriously ill, with a rapid pulse and abdominal 
pain and distention, that she was brought to the 
hospital. Williams saw her shortly after her admis- 
sion. A diagnosis of traumatic rupture of the uterus 
with intra-abdominal bleeding was made. Operation 
revealed a large quantity of free blood and a rupture 
of the uterus through the right and anterior portion 
of the lower segment. Supravaginal hysterectomy 
was done. The patient left the operating table in good 
condition, but broncho pneumonia developed on the 
second day after the operation and her temperature 
remained elevated until death occurred on the twen- 
ty-fifth day. Autopsy disclosed tuberculous pneu- 
monia and a minor infective process in the pelvic 
cavity. 

The pelvis is described in detail. 

I. L. Cornett, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Ferrer, J. C.: Renal Compression. J. Urol., 1929, 
XXil, 453. 


The author has made very interesting models of 
the vascular supply of the kidney demonstrating 
changes in the vascularity of the organ under various 
pathological conditions. 

He differentiates between renal compression and 
renal obstruction. Obstruction is caused by a block- 
ing and may be subacute, acute, or chronic, whereas 
compression is the effect of an external agent and is 
always chronic. 

He concludes that the distention of the renal 
pelvis incident to pyelography, especially when the 
medium is left in a diseased pelvis, may compress 
the venous flow in the kidney sufficiently to produce 
a back-pressure resulting in temporary anuria. 
Obstruction to the outflow of urine from the lower 
tract will also cause urinary stasis in the renal pelvis. 

When, in cases of obstruction, the intrapelvic 
pressure reaches the vesical pressure the ureter will 
try to protect the kidney by increasing its wave of 
contraction. However, as this increasing force of 
the ureteral wave must end in fatigue, the urine 
in the pelvis will ultimately become stagnant as 
eventually it will no longer be carried away with 
each ureteral contraction. The kidney will then 
become obstructed by the pelvic residual urine, 
and passive congestion due to venous compression 
by the distended pelvis will result. 

In chronic prostatic hypertrophy there is begin- 
ning true renal compression. Venous compression 
in the kidney is in direct proportion to the pressure 
exerted by the distended pelvis and calyces. 

Renal compression results in destruction of kid- 
ney tissue. In atrophic hydronephrosis, the renal 
compression is general, whereas in the presence of 
tumors of the kidney substance which compress 
the renai parenchyma and in the presence of cysts 
or stones located in any region of the kidney except 
the pelvis it is partial. 

Ligation of a renal papilla without ligation of the 
ureter will bring about a dilatation of the tubules 
without producing pelvic distention. When Ferrer 
endeavored to ligate the superior major calyx and 
fill the venous tree completely with celluloid to 
make a model, he obtained a distention of the en- 
tire renal tree from pressure exerted by the pelvis 
and calyx without any definite distention in the 
superior pole. 

He draws the following conclusions: 

1. Renal compression, when total, is the result 
of chronic renal obstruction. 

2. Partial renal compression, the compression 
produced by tumors of one pole of the kidney or by 


stones in the kidney substance or incarcerated in a 
minor calyx or even in one of the major calyces will 
not, per se, produce true hydronephrosis. 

3. Bilateral hydronephrosis will occur only 
when there is an obstruction in the lower urinary 
tract which causes back-pressure on the pelvis. If 
a free collateral venous circulation is formed on or 
around the kidney capsule, pressure atrophy will 
take place in the renal substance with the forma- 
tion of an atrophic hydronephrosis. 

4. When atrophic hydronephrosis is once estab- 
lished, the atrophy will always take the form and 
shape of the venous arches that surround the su- 
perior portion of each renal papilla. 

J. SypNey Ritter, M.D. 


Beer, E.: The Diagnosis and Treatment of Chronic 
Renal Tuberculosis. Am. J. Surg., 1920, vii, 607. 


In renal tuberculosis the most characteristic symp- 
toms are referable to the bladder—urgency, fre- 
quency, burning at the neck of the bladder or 
urethra during urination, and pyuria with or without 
microscopic or gross hematuria. Urotropin usually 
irritates the bladder, and bladder irrigations rarely 
give relief. If improvement results it is only tem- 
porary. The patient is usually treated for months 
for subacute or chronic cystitis, and the urologist is 
consulted only after such treatment has failed. In 
every case of persistent pyuria a search for tubercle 
bacilli should be made in smears and by guinea-pig 
inoculation if the catheterized urine is sterile. Pyuria 
and persistent bladder irritation should lead to the 
suspicion of renal tuberculosis. 

In some cases the condition simulates nephro- 
lithiasis, causing pain in the kidney which is of a 
rather colicky nature and sometimes is associated 
with bleeding. Roentgenography may reveal defi- 
nite shadows resembling those of renal stone. 

A third type of case presents a history suggestive . 
of essential hamaturia or renal neoplasm with mas- 
sive bleeding, more or less discomfort or colicky 


’ pain in the region of the ureter, and marked haema- 


turia. 

The fourth type is most confusing of all, showing 
only an inexplicable pyuria without renal symptoms. 

A fifth type begins in the same way as the first 
type, but its symptoms gradually subside either 
with or without treatment. ‘This is the auto- 
nephrectomy type. 

A sixth type simulates subacute or acute pyelo- 
nephritis. 

In the seventh type, the symptoms are those of 
perinephric suppuration, and tuberculosis is sus- 
pected until the persistent sinus following drainage 
demands. nephrectomy, when the kidney is found 
to be involved by fully developed tuberculosis. 
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Occasionally the patient’s history or that of his 
family points to a urinary tract tuberculosis. There 
may be a definite family history of attacks of pleu- 
risy or pulmonary tuberculosis, joint or spine in- 
volvement, cervical adenitis, or chronic epididymitis. 
The persistent pyuria will then suggest tuberculosis. 
The general health rarely suffers unless mixed infec- 
tion with chills and fever develops. There may be a 
loss of weight from loss of sleep caused by nocturia, 
but as long as the disease is unilateral and massive 
hematuria does not occur the general health is not 
much impaired. When there is bilateral involve- 
ment (from 1o to 20 per cent of the cases), lassi- 
tude, anorexia, loss of weight, pallor, disturbances 
of renal excretion and protein metabolism, and 
suburemia or uramia develop. The disease pro- 
gresses slowly until death occurs within one or two 
years after the beginning of the bilateral involve- 
ment, renal insufficiency, pulmonary tuberculosis, or 
miliary tuberculosis. 

Physical examination of the kidney is of little 
value. ‘The involved kidney may be enlarged, es- 
pecially if it is excluded, and hydronephrotic or 
pyonephrotic, but sometimes the healthy kidney is 
larger. Tenderness may be present, but is usually 
negligible. Vaginal or rectal palpation may reveal 
a thickened rigid ureter. 

The diagnosis is made by cystoscopy and ureteral 
catheterization. Tuberculosis is proved only by the 
presence of tubercle bacilli, but the bladder findings 
may be sufficient for a diagnosis of tuberculosis of 
the kidney even in the absence of a positive smear 
or guinea-pig test. The cystoscopic picture of sec- 
ondary cystitis from renal tuberculosis varies. ‘The 
earlier cases rarely show more than a hyperemia 
with or without rigidity of the ureteral orifice. 
Later, there may be hemorrhagic spots in the blad- 
der mucosa and the ureteral meati may become 
more rigid and oedematous. Tubercles appear as 
whitish-yellow spots with a hyperemic base which 
break down and form irregular, sharply cut-out 
ulcers with overhanging edges. Ureteritis produces 
shortening of the ureter and retraction of the ureteral 
region. ‘The ureteral meati become sunken. With 
secondary infection, the bladder becomes contracted. 
The lesions are most marked at the ureteral meatus 
of the affected side, but may be present also on the 
opposite side even when the kidney is normal. 
Rarely, the anterior bladder wall is involved. In 
females, ulcerations extend into the urethra and 
even to the external meatus. Distention of the 
bladder may cause the ulcerated surfaces to bleed. 
In advanced cases the passage of the ureteral cath- 
eter is obstructed by a tuberculous stricture. Such 
a stricture may result also in autonephrectomy. 
The use of indigocarmine helps not only in the esti- 
mation of renal function, but also in the localization 
of the orifices in badly diseased bladders. Early 
cases may show no disturbance of renal function, 
but as the disease progresses the concentration of 
the dye diminishes and the time of its excretion is 
delayed. 
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Cystoscopic studies must be made very carefully 
to prevent contamination of specimens in transit 
through the bladder or by reflux up the ureter. The 
catheter should be plugged externally, specimens 
should be collected when the bladder is empty, and 
only late collections should be used for smears and 
guinea-pig inoculations. When these precautions 
are taken, pyuria and tubercle bacilli almost in- 
variably mean renal tuberculosis. When a catheter 
cannot be passed far enough to obtain satisfactory 
specimens, reliance must be placed on the charac- 
teristic bladder picture, the strictured ureter, and 
the presence of tubercle bacilli in the bladder urine 
with absence of pus and tubercle bacilli in the urine 
of the other kidney. In some cases the urine from 
the other kidney may show evidences of toxic 
nephritis such as albumin and casts, but these 
usually disappear following nephrectomy on the dis- 
eased side. In males, prostatic tuberculosis may 
produce a clinical picture similar to that of cystitis 
of renal tuberculosis. Excretory bacilluria may be 
produced in this way. 

When the urine is full of pus the antiformin 
method may be necessary. The carbol-fuchsin stain 
usually suffices to show the bacilli. The author 
stains both the kidney and bladder specimens for 
control purposes. Activating doses of tuberculin 
may be given to produce showers of the bacilli, 
especially when there is intrarenal exclusion. 

Roentgenography reveals either irregular opaque 
plaques or porous calcified areas outlining the cal- 
yces, pelvis, or ureter. Cystography, especially if it 
shows fixation and deformity in and around the dis- 
eased ureter, is only corroborative evidence. If the 
diagnosis is possible without pyelography, the latter 
should be avoided as it causes added trauma. When 
required, it shows one or more strictures in the 
ureter with dilatation between and hydronephrosis 
with excavation of one or more ragged calyces. The 
same calyceal disease may be seen, however, with 
non-tuberculous disease. 

Occasionally, exploratory operation is necessary 
to decide whether one or both kidneys are tuber- 
culous. The thickened firm ureter confirms the 
diagnosis. 

Nephrectomy with removal of the upper ureter 
is the operation of choice in chronic renal tubercu- 
losis. If the ureter is badly stenosed and is dilated 
above the stricture, the operation of choice is an 
aseptic nephro-ureterectomy through two incisions, 
a lumbar incision for the kidney and a pararectus 
extraperitoneal incision for the lower ureter, the 
kidney and attached unopened ureter being brought 
out through the lumbar wound. The author believes 
that sinuses and tuberculosis of the wound are due 
to a traumatic bacillamia induced by the operator, 
and that therefore gentleness in operating is essential 
to avoid squeezing tubercle bacilli into the circulation. 

The after-treatment is important. Even in cases 
without tuberculous foci, it should include good food, 
rest, and hygienic surroundings. 

Louts NEuWELT, M.D. 
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Vander Veer, J. N.: Urological and Surgical Care of 
Nephrolithiasis. Am. J. Surg., 1929, vii, 662. 

The author believes that probably 33 per cent of 
all persons with renal stone are better off without 
operation and will live longer if given medical treat- 
ment. He emphasizes that the probability of death 
within a short period after operation must be bal- 
anced against the destruction which occurs during 
medical treatment. This can be done only by care- 
ful preliminary examinations over a variable period 
of time and by those accustomed to deal with such 
cases. 

It is comparatively easy to roentgenograph the 
stone and remove it surgically, but in 25 per cent of 
cases of single stone recurrence develops in from 
one to ten years after nephrotomy or pelviotomy. 
In twenty-eight cases reviewed by the author which 
were not operated upon there have been no recur- 
rences to date up to fifteen years. 

The incidence of recurrence of stone in the kidney 
following conservative operation is less than 10 per 
cent. Many so-called recurrences are stones over- 
looked at the first operation. As there is a definite 
period of stone formation, a high incidence of re- 
currence may indicate that the patients were not 
completely past this period at the time of operation. 
The incidence of subsequent recurrence in the re- 
maining kidney following nephrectomy is so low 
(2.75 per cent) as to indicate that an anatomical 
factor was present in the affected kidney. The in- 
cidence of recurrence is greater in cases of single 
stone than in those of multiple stones, and in those 
of small stones than in those of large stones. It 
varies more according to the thoroughness of oper- 
ation than according to the type of operation. 
While pelviolithotomy is the method of choice, the 
danger of subsequent hemorrhage following limited 
nephrolithotomy is slight. Nephrolithotomy is 
indicated particularly in the presence of cortical 
degeneration adjacent to the stone. A definite group 
of cases presents a history of repeated stone forma- 
tion at frequent intervals over a long period. The 
average interval between primary operation and 
stone recurrence is about two years. Fluoroscopy is 
essential with every conservative operation as it 
reduces the incidence of recurrence below 5 per 
cent, 

The causes of stone formation include infection of 
the kidney by way of the blood stream from foci of 
infection in the teeth, tonsils, ears, sinuses, gall 
bladder, or elsewhere; physiological factors, includ- 
ing a poorly chosen diet; faulty metabolism; col- 
loidal changes combined with the formation of 
crystalloids; electrolytic conditions in the urine; and 
mechanical factors such as pressure from a tumor, 
a gravid uterus, abscesses, adhesions, a floating, 
movable, misplaced, or malformed kidney, ureteral 
stricture, and spasm or paralysis of a calyx due to 
local or systemic nerve involvement. 

The general surgeon is usually satisfied with re- 
moval of a calculus, leaving too much to the physi- 
cian in the future management of the case. The 
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urological surgeon seeks to keep the patient under 
observation until long after his services appear of 
use. His after-care tends toward the prevention of 
recurrence, and he endeavors to search for primary 
causes previously undiagnosed or untreated and to 
determine whether they are due to congenital or 
acquired physiological causes. 
Louts Neuwe tt, M.D. 


Kutzmann, A. A.: Leukoplakia of the Renal Pelvis. 
Arch. Surg., 1929, xix, 871. 


Leukoplakia of the renal pelvis occurs rather 
infrequently. It is difficult to diagnose before oper- 
ation. 

The author reports a case in which the pre- 
operative diagnosis was pyonephrosis on the left 
side and the pathologist’s report showed the condi- 
tion to be chronic pyonephrosis with pelvic leuko- 
plakia. 

There are two principal theories regarding the 
cause of leukoplakia of the renal pelvis. According 
to one, the leukoplakia is a metaplasia or adaptation 
to, or protection by cornification against, a chronic 
irritative inflammatory environment. According to 
the other, it is of congenital origin, being due to 
misplaced embryonal cell rests from the primitive 
ectoderm. Ermer Hess, M.D. 


Judd, E. S., and Hand, J. R.: Carcinoma of the 
Renal Cortex with Factors Bearing on the 
Prognosis. Arch. Int. Med., 1929, xliv, 746. 


An analysis was made of 367 cases in which opera- 
tion was advised for carcinoma of the kidney. At- 
tention is called to the fact that this series includes 
cases in which operation was performed in the period 
from January 1, 1901, to January 1, 1928. Three hun- 
dred and thirty of the patients have been traced. 
Although insufficient time has elapsed since the 
operations done in recent years to warrant definite 
conclusions concerning the postoperative course, the 
authors believe that the general average of pre- 
operative and postoperative data presents many 
features worthy of record. 

Sixty-eight and thirty-nine hundredths per cent 
of the patients were men. The average age of the - 
entire group was fifty-one and seventy-six hun- 
dredths years. The tumor involved the right side in 
46.04 per cent of the patients and the left side in 
53-40 per cent. Hematuria, pain, and tumor were 
observed as the 3 cardinal features. Hamaturia 
occurred as the first symptom in 43.86 per cent of 
the cases, pain in 37.32 per cent, and tumor in 13.62 
per cent. 

Of the 283 patients subjected to nephrectomy who 
were traced, 192 are dead after an average postopera- 
tive life of twenty-three and twenty-six hundredths 
months. There were 30 deaths in the hospital. 
Ninety-one patients are living and have lived thus 
far an average postoperative life of sixty and eighty- 
eight hundredths months. 

Of 47 patients subjected to exploration alone, 45 
are dead after an average postoperative life of eight- 
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een and seventy-eight hundredths months. Of the 
2 who are living, 1 has lived thus far a_post- 


operative life of eighteen and seventy-eight hun- 


dredths months. Metastasis occurred in 70 cases, 
and recurrence was reported in 51 cases. In the 
cases of involvement of the renal vein, the immedi- 
ate mortality was not appreciably different from 
that in cases without involvement of the renal vein, 
but the number of patients who died postopera- 
tively was much higher among those with involve- 
ment of the renal vein. 

Surgical approach through a posterior incision and 
removal of the upper portion of the ureter are impor- 
tant factors in nephrectomy for carcinoma of the 
kidney. 

The value of the roentgen rays or radium or both 
as additional aids to surgery is diflicult to estimate 
since irradiation was used only in cases in which the 
prognosis was poor, namely, cases with extensive 
involvement of the perirenal tissue in which it was 
believed that not all of the tumor tissue had been 
removed. In some of these cases treatment by roent- 
gen ray was not always given under the supervision 
of physicians of the Clinic. 

Carcinomata of the renal cortex are extremely 
malignant and are often well advanced before they 
produce symptoms. Alveolar carcinomata, or those 
showing less cellular differentiation, are the most 
highly malignant, whereas adenocarcinomata (or 
papillary adenocarcinomata) are less malignant, as 
judged from their clinical course. Better end-results 
are dependent on earlier medical consultation by the 
patient after the onset of the initial symptom or sign. 
The authors conclude that the end-results, as exem- 
plified in the 106 cases in which the patients lived 
from three to twenty-two and a half years, justify 
the operation of nephrectomy for renal carcinoma. 


Bump, W. S., and Crowe, S. M.: Uretero-Ureteral 
Anastomosis. Surg. Gynec. & Obsl., 1929, xlix, 
340. 


The authors report the results of uretero-ureteral 
anastomosis in dogs. The operation was done re- 
troperitoneally through a lumbar incision and was 
performed essentially by the McArthur method 
except that two fine catgut sutures passed through 
all layers of the ureter exterior to the lining were 
used to bring the ends of the ureter into apposition. 
The catheter for drainage of the urine was a No. 8 
rubber urethral catheter which fitted the lumen of 
the ureter snugly. The catheter over which the 
ureter was sutured was also fitted snugly in order 
that the full caliber of the ureter would be main- 
tained. The catheters were removed after from eight 
to fourteen days. A urinary fistula persisted for 
only a few days. 

Examination of the ureters of six dogs nineteen, 
twenty-two, thirty-one, fifty-six, sixty-four, and 
two hundred and seventy days respectively after 
division and suture with exclusion of urine from the 
site of repair and with maintenance of the full 
caliber of the ureter showed that healing occurred 
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without narrowing or appreciable dilatation of the 
lumina, with a minimal scar, without change in the 
renal pelvis, and without evidence of any consider- 
able damage to the kidneys. 

Tuomas F. Finecan, M.D. 


Coffey, R. C.: Bilateral Submucous Transplanta- 
tion of the Ureters into the Large Intestine 
by Tube Technique: Clinical Report of Twenty 
Cases. J. Am. M. Ass., 1929, xcili, 1529. 


The author believes that bilateral submucous 
transplantation of the ureters into the large intestine 
by the tube technique has now been perfected and 
is applicable to all conditions in which it is necessary 
or advisable to dispense with the bladder as a reser- 
voir for urine. The indications include: (1) exstrophy 
of the bladder, (2) cases of incurable cancer of the 
bladder with a life expectancy of more than six 
months in which morphine or a palliative cystotomy 
is required, (3) cases of inoperable carcinoma of the 
base of the bladder or prostate in which large doses 
of radium are required to justify a hope of cure, (4) 
certain cases of early removable carcinoma in which 
fulguration and similar treatments are now used, 
(5) cases of incurable tuberculosis of the bladder in 
which one kidney has been removed and the other 
remains free from tuberculosis, (6) tuberculosis of 
the prostate and seminal vesicles with or without 
perineal fistule, (7) incurable vesicovaginal fistula, 
(8) extensive, incurable, multiple perineal fistule 
due to various causes, (9) certain cases of painful 
contracted bladder resulting from infection or ulcer- 
ation, and (10) severe traumatic injuries of the 
bladder. 

Among the twenty cases reported by the author in 
which the operation was performed there were eight 
of cancer, eight of exstrophy, and two of tuberculosis 
of the bladder and two of incurable vesicovaginal 
fistula. 

In three hopeless cases of cancer of the bladder 
with metastases the operation was satisfactory for 
the relief of the bladder distress, but death resulted 
from general metastasis eight months, seventy-five 
days, and two hundred and ninety days after the 
operation. In all of these cases renal function seemed 
normal to the end. In one case the metastases en- 
croached on the bowel at a point above the implanta- 
tion. At autopsy in this case the right kidney was 
found dilated and seriously injured, but the left 
kidney was practically normal. The valve action 
was good. At autopsy in the case of the patient 
dying two hundred and ninety days after the opera- 
tion the kidneys appeared practically normal on 
macroscopic examination, but on microscopic exam- 
ination the parenchyma was found badly injured. 
The size of the right ureter, which was dilated at the 
time of operation, had decreased. The valve action 
was good. 

In a case of cancer which was hopeless because of 
the extent and duration of the lesion, the bladder 
was destroyed, the growth kept down locally, and 
the patient rendered comfortable by a tremendous 
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dose of radium. The blood picture is better today 
than when the operation was performed a year ago. 

In two cases of cancer infiltrating the base of the 
bladder no remote metastases were discovered. One 
of the patients took drugs to relieve the pain before 
the operation and still takes amidopyrine. Since 
the operation he has gained weight and the cancer 
is diminishing under radium treatment. The other 
patient has been relieved of the bladder distress and 
is gaining in health. 

One patient who was subjected to total cystectomy 
a year ago is still well. 

In a case of cancer of the base of the neck of the 
bladder, 7,000 mgm.-hrs. of radium treatment were 
given (4,500 mgm.-hrs. in the bladder and 2,500 
mgm.-hrs. in the vagina). The patient is still in the 
hospital. A cure is expected. 

Of the patients with exstrophy of the bladder, one 
died following the operation. Another was reported 
well two years after the operation, but died of acute 
colitis at the end of two years and five months. Five 
patients recovered and are now well and comfortable. 
A patient who was subjected also to cystectomy is 
still in the hospital awaiting complete closure of 
the drainage wound before operation is performed 
for closure of the skin over the pubic arch. Her 
general condition is good. 

In both of the cases of tuberculosis of the bladder, 
one kidney was removed and the tuberculous bladder 
was left. Both patients are now comfortable. 

The two patients with incurable vesicovaginal 
fistula are well. 

Disquieting incidents experienced in these twenty 
cases were an abnormally high postoperative temper- 
ature, chills, pain in the kidney region, and several 
major accidents. 

Abnormally high postoperative temperature was 
observed in seven cases. It was attributed in two 
cases to the lighting up of a pre-existing pyelitis; 
in one case, to pyelitis resulting from infection follow- 
ing accidental puncture of the rectum with the sig- 
moidoscope; and in one case, to retroperitoneal 
infection from a ureteral leak caused by excessive 
traction in the removal of a catheter. In three cases 
no cause could be determined. 

Chills occurred in four cases. In one case they were 
attributed to the intravenous administration of 
dextrose; in one, to leakage of the ureter in the retro- 
peritoneal space; and in one, to pre-existing pyelitis 
which had been associated with chills before the 
operation. In one case they may have been due to 
either radium treatment or pyelitis. 

Pain in the kidney region occurred in five cases. 
In three, it developed at the time the catheters 
began to loosen and ceased after the catheters were 
removed. In one case it was probably due to pyelitis. 
In another, there were two left ureters with a double 
kidney pelvis, in one of which pyelitis was apparent- 
ly present at the time of operation. 

Major accidents occurred in five cases. In one 
case, a sigmoidoscope was passed through the rectal 
wall, carrying infection into the field. In another, 


345 


sloughing of the right breast occurred after subpec- 
toral infusion. In the third, too much traction was 
made on the ureteral catheter which had become 
blocked, the anastomosis being thereby disturbed 
and a urinary fistula produced. In the fourth case, 
the right ureteral catheter became blocked, probably 
because of failure to introduce it past the psoas 
muscle. In the fifth case, intestinal obstruction was 
caused by an unrepaired break in the peritoneum 
over the left psoas muscle and after removal of the 
obstruction the pressure of the cacostomy tube 
made an opening which resulted in local peritonitis 
and death. 

From these incidents the author draws the follow- 
ing conclusions: 

1. Traction on the catheters for the purpose of 
detaching them from the bowel should be avoided. 

2. The assistant who prepares and packs the 
bowel should be familiar with the use of the sig- 
moidoscope. 

3. The inlying ureteral catheter should extend 
well above the psoas muscle, probably to within 2 
in. - the kidney pelvis and possibly to the pelvis 
itself. 

4. When the catheters become blocked with 
mucus, small blood clots, and other débris, they 
may usually be cleared by syringing with a 2 per cent 
boric acid solution. To avoid carrying infection 
upward, the discharging ends of the catheters 
should be kept in bottles containing a 1:1,000 
solution of mercuric chloride. 

5. To lessen the danger of incrustation in the 
lumen or at the eye of the catheter, sodium biphos- 
phate may be given. 

6. Ifa catheter is completely blocked for twenty- 
four hours, nephrostomy or a high ureterostomy 
should be performed. 

7. Incase an unrepaired breach in the peritoneum 
is left, an extra sheet of gutta percha laid over the 
space and extended outward with the quarantine 
may prevent intestinal obstruction. 

In none of the cases reported was there any 
demonstrable evidence of serious postoperative 
kidney infection or peritonitis such as not infre- 
quently occurred after the former two-stage sub- . 
mucous transplantation without tubes. When the 
ureter is firmly tied to the catheter above the rubber 
cuff with a ligature and the ends of the catheters 
drain into a 1:1,000 mercuric chloride solution there 
is no possibility for infection to enter the ureter or 
kidney directly. After the rectum has been isolated 
with a clamp, cleansed with solution, and dried with 
gauze, and after the incision in the wall has been 
made between traction loops, a quarantine complete- 


_ly segregating and draining the operative area 


eliminates peritonitis. 

In none of the twenty cases was there any demon- 
strable evidence of permanent injury to the kidneys 
which could be attributed definitely to the operation. 
In each of the two cases in which autopsy specimens 
were examined, the right kidney showed marked 
degeneration. However, as the cancer was located 
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in the right side of the bladder, involved the ureteral 
opening, and produced marked dilatation of the 
ureter above at the time of the operation, as there 
was extensive enlargement of the lymphatic glands 
along the course of the right ureter at the time of 
operation, and as, at autopsy, the ureter was found 
to lie in a bed of metastatic cancerous tissue, it 
may be presumed that the kidney was already 
damaged and unless operation had been performed 
it would have been involved even more seriously. 
The observations in these two cases suggest that the 
surgeon’s first duty after opening the abdomen and 
before packing off the intestines is to palpate both 
kidneys carefully and make a record of their con- 
dition. 

The average time elapsing from the beginning of 
the first incision to the tying of the last suture in 
the twenty cases was two hours and fourteen min- 
utes, divided approximately as follows: twenty-two 
minutes for opening of the abdomen and preparation 
of the rectum; twenty-two minutes for closure and 
application of the dressings; and one hour and thirty 
minutes for the double transplantation. In the last 
ten cases the average elapsed time was one hour and 
fifty-nine minutes. The time required for trans- 
planting a single ureter is about thirty minutes less. 

After the intestines have been packed out of the 
field, the manipulations are delicate and shockless, 
requiring minimal anesthesia. ‘There should be 
no serious shock associated with the operation. 
Therefore accuracy is the chief desideratum. While 
the technique is far more exacting, the inherent 
danger is less than that of such major abdominal 
operations as subtotal gastrectomy for cancer of 
the stomach or the main operation in radical removal 
of the rectum for cancer. The total elapsed time is 
about the same in the three operations. 

In the twenty cases reported there was one surgical 
death, a mortality of 5 per cent. 

Travers C. Streprra, M.D. 


BLADDER, URETHRA, AND PENIS 


Wilhelm, S. F.: Perforation of the Bladder During 
Cystoscopic Examination. J. Urol., 1929, xxii, 
555- 


The author reports one perforation of the bladder 
during cystoscopic examinations occurring on his 
own service and two such perforations occurring on 
the services of colleagues. 

In the first case the patient was examined under 
nitrous oxide-oxygen anesthesia. Vomiting occurred 
and was followed by a general spastic contraction 
which raised the buttocks off the table. A few drops 
of blood passed from the cystoscope and the instru- 
ment was immediately withdrawn. Pain in the 
lower part of the abdomen and the perineum was 
followed by shock. Catheterization withdrew a few 
drops of blood. Of 300 c.cm. of boric solution intro- 
duced into the bladder, only 150 c.cm. were re- 
covered. Signs of intraperitoneal fluid were present. 
Operation revealed free fluid in the peritoneal cavity 
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and fluid in the retroperitoneal and perivesical tis- 
sues. There was no intraperitoneal perforation. On 


’ the anterolateral wall of the bladder an extraperi- 


toneal opening was found which opened into the 
space of Retzius. Autopsy, thirteen days later, 
showed tuberculosis of the right kidney, peritoneum, 
prostate, seminal vesicles, and lungs. 

The perforation in the second case also occurred 
during cystoscopic examination made under nitrous 
oxide-oxygen anesthesia. A stone had formed at 
the site of a tumor which had been removed by 
operation. The symptoms were similar to those in 
the first case. The perforation was found on the 
posterior wall of the bladder. Postoperative recovery 
was uneventful. 

The third perforation was into the rectum and oc- 
curred at examination under local anesthesia. A 
retention catheter was used. Constipation was in- 
duced. The perforation healed without operation. 

Sudden pain, shock, hematuria, burning, inability 
to void, and the sensation of tearing are very sug- 
gestive of perforation of the bladder. 

In the diagnosis, the injection of a sterile solution, 
fluoroscopy with an opaque solution, fluoroscopy 
with gas or air, and cystoscopy may be harmful. The 
diagnosis should therefore be based on the clinical 
picture. 

The differential diagnosis between intraperitoneal 
and extraperitoneal perforation is impossible as the 
symptoms are nearly the same. The peritoneum 
should be opened for inspection of the bladder. 

The mortality has decreased since 1892. The prog- 
nosis depends upon the general condition, the type 
of perforation, and the time at which operation is 
performed. CraupeE D., Pickrett, M.D. 


Donohue, P. F.: Submucous Cystitis. J. Urol., 
1929, xxii, 465. 

Submucous cystitis may be due to chronic cystitis 
or to an embolic hematogenous bacterial infection 
from a distant focus as suggested by Hunner. 

In both types the submucous areolar tissue is re- 
placed by a densely infiltrated structure which, in 
advanced cases, may involve the muscle and peri- 
vesical tissue. 

In the Hunner type the mucosa may be unchanged 
except for a small area of hyperemia. Forced dis- 
tention may Split the scar, causing submucous ham- 
orrhage. The mucosa may be involved in the trauma. 
Lesions so produced may be single or multiple, small 
or large. They are not found in the trigone. In an 
advanced case the bladder becomes small, thick, 
and unyielding. 

In cases of submucous cystitis resulting from 
chronic cystitis the diagnosis is not difficult. The 
history is important. A complete urological study 
will reveal the primary cause. The cystitis is usually 
most marked in the trigone. If the primary cause has 
been eliminated, the mucosa may appear normal ex- 
cept for areas of puckering and thick pale patches of 
light-absorbing epithelium. These cases are re- 
sistant to treatment. 
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In the second class of cases the history is very 
suggestive. The urgency does not come in attacks or 
colics, but is constant. Sharp pain in the suprapubic 
area is present if the desire is not gratified. The 
urine appears clear, but usually contains a few pus 
and red blood cells. Over-distention, which may 
cause hemorrhage, may give temporary relief. 

In early cases the submucous lesion may be very 
small, but careful search will show a fine stellate 
puckering with mild injection of the mucosa. Delib- 
erate over-distention of the bladder will cause sub- 
mucous bleeding due to tearing of the inelastic sub- 
mucous scar. Changes in the mucosa may be caused 
by trauma from distention of the bladder resulting 
from resistance to the desire to void. In advanced 
cases these areas may not reveal the true extent of 
the submucous area involved. 

The author reports two cases illustrative of sub- 
mucous cystitis secondary to infection of the upper 
urinary tract and four cases of submucous cystitis of 
the Hunner type. 

In three of the latter there was a definite or sug- 
gestive history of a distant focus, namely, car- 
buncle, cellulitis of the nose, and tonsil infection. In 
the fourth the focus was undetermined. The last 
case was a borderline case between the two types. 
Two lesions were in the vault of the bladder and the 
others appeared on the lateral walls. Over-distention 
gave a good result in the first case. In the remaining 
three cases favorable results were obtained from a 
combination of over-distention and electrocoagu- 
lation. D. Pickrett, M.D. 


Blanc, H.: Fatty Calculi of the Bladder; Oleoliths 
and Medicamentous Calculi (Des calculs grais- 
seux de la vessie; oléoliths et calculs médicamen- 
teux). J. d’urol. méd. et chir., 1929, xxviii, 318. 


The author discusses a group of fatty calculi quite 
different from the urostealiths which are of endoge- 
nous origin. As they are oily, he calls them ‘‘oleo- 
liths” to indicate their origin. They are produced 
by the action of any basic solution on any oily or 
fatty body introduced into the bladder for thera- 
peutic purposes or by the simple decomposition of 
such an oily liquid in a bladder with incomplete re- 
tention. In the former case a soap is produced which 
forms a soft concretion that becomes encrusted with 
calcium salts. Concretions of this type are generally 
caused by gomenolized oil or silver nitrate. In the 
second case, the oil. 'eing lighter than the urine, 
remains in the bladder on urination and becomes a 
floating foreign body capable of forming soapy 
bodies on which ammonium magnesium phosphate 
is deposited. Within a calculus of this type there is a 
nodule of soap formed by the decomposed oil. 

As stagnation in the bladder favors the production 
of oleoliths, such stones are generally found in pa- 
tients with prostatic disease, urinary stricture, or 
spinal disease. Accordingly, medicinal oils should 
not be injected in cases of complete or incomplete 
retention or when the bladder is infected or alkaline 
or, if given, should be left in the bladder only a short 
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time and then completely removed by irrigation. 
For the same reason care must be exercised in the use 
of paraffin cystoscopy. After this procedure, the 
paraffin must be washed out thoroughly. Care is 
necessary also in the use of medicinal urethral pen- 
cils. Such pencils should not be given to the patient 
to introduce. They are often more or less fusible and 
sometimes the excipient employed in their manu- 
facture is paraffin instead of cacao butter. Vesical 
calculi may result also from the use of silver salts. 
It may be possible to dissolve oleoliths with ben- 
zine or xylol, to melt them with water at a tempera- 
ture of 50 degrees F., or to render them sufficiently 
hard to be grasped with the lithotriptor by irrigat- 
ing the bladder with boric acid solution at a tem- 
perature of 15 degrees F. If all of these methods 
fail, they must be removed by surgical operation in 
the same way as other vesical stones. 
Auprey G. Morcan, M.D. 


Paschkis, R.: The Non-Specific Chronic Ulcers of 
the Bladder (Die nichtspezifischen chronischen 
Geschwuere der Blase). Verhandl. d. deutsch. Ges. 
f. Urol., 1929, p. 131. 

There are differences of opinion as to the nomen- 
clature of non-specific ulcers of the bladder since, 
especially by American writers, the same disease 
picture is designated by different names such as 
‘elusive ulcer,’ ‘‘punctate ulcer,’ “paracystitis,”’ 
‘““rritated bladder,” and ‘contracted bladder,’’ on 
the basis of some particularly prominent sign or 
symptom. Histological study has revealed nothing 
definite as to the differentiation of simple ulcer; 
there is always a non-characteristic chronic inflam- 
mation of varying extent and localization. The 
author is especially opposed to the term “elusive 
ulcer,” which is applied by American writers to 
changes that are localized predominantly in the sub- 
mucosa. He states that there is no fundamental 
difference between the parenchymatous cystitis of 
Nitze and the elusive ulcer of Hunner. In both le- 
sions there is the same non-specific chronic inflam- 
mation which appears at one time predominantly in 
the mucous membrane and at another time chiefly 
as a submucous infiltration. The diagnosis can be. 
made only by exclusion. Tuberculosis and syphilis 
must be ruled out first. A characteristic sign of sim- 
ple ulcer, which occurs most frequently in women, is 
the unchanged appearance of the rest of the mucous 
membrane. Another significant feature is the dis- 
proportion between the slight objective finding and 
the generally very severe subjective symptoms, the 
chronicity of the ulcer, and the resistance of the 
lesion to all methods of treatment. 

The treatment should be conservative. With 
sufficient patience it usually results in permanent 
recovery. Good results are achieved with oil treat- 
ment (collargol, gomenol) of the bladder. For re- 
sistant cases, electrocoagulation is recommended. 

In the discussion of this report, BRAASCH stated 
that the elusive ulcer develops from a circumscribed 
focus of infection in the bladder wall and involves 
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predominantly the submucosa. In contrast to simple 
ulcer, the involvement of the mucosa is secondary. 
On cystoscopic examination, the picture is normal at 
first except for a few red spots. A typical finding is 
sensitiveness of the bladder on overdistention and 
when the slightly reddened areas are touched with 
the cystoscope. The cause of the condition is be- 
lieved to be a hamatogenic bacterial infection. In 
treatment by electrocoagulation caution is neces- 
sary because of the deep site of the diseased area. 
Better results are achieved by direct cauterization 
through the open bladder. 

NECKER said that most of the disease pictures dis- 
cussed must be considered due to the same causes. 
As the ulcer usually forms after the subsidence of 
diffuse signs of irritation and the spontaneous heal- 
ing of multiple ulcers, the term ‘“‘ulcerative cystitis” 
is preferable even though the mucous membrane 
shows barely any inflammatory changes in the later 
stages. 

SuTER reported that the histological examination 
of an excised ulcer which had existed for twenty 
years revealed only degenerative changes in the 
blood vessels. Accordingly, it cannot be claimed 
that the disease is of an inflammatory nature in all 
cases. 

PRAETORIUS stated that the callous ulcer and the 
ulcer at the mouth of the ureter are not rarely transi- 
tion stages in a severe exfoliative trigonitis. Even 
though these ulcers cannot be identified with the 
simple ulcer, a relationship between the two disease 
pictures cannot be denied. Praetorius reported a 
case in which circumscribed exfoliative foci of in- 
flammation at times assumed a pronounced ulcera- 
tive character. In one resistant case, irrigations 
with presojod proved of value. 

Jacosy said that a diagnosis of simple ulcer should 
always be preceded by very careful clinical and 
roentgenological examinations as often, aside from 
lues and tuberculosis, various causes (adnexa pros- 
tate, etc.) underlie the condition. 

FREUDENBERG recommended arsenic therapy. In 
the cases of two female patients with elusive ulcer he 
obtained a good result with intragluteal injections of 
solarson, 

Rusriruts stated that in his opinion the simple 
ulcer should be differentiated from the elusive ulcer. 

CoxkKALts (Z). 


Macalpine, J. B.: Papilloma of the Bladder. Brit. 
M.J., 1929, ii, 794. 


The author believes that all papillomata of the 
bladder, if left to themselves, have a tendency to 
become malignant, although there is a period of time 
when they are definitely not malignant. There is 
considerable difierence of opinion among patholo- 
gists as to the diagnosis in sections made from these 
tumors. Tumors regarded by pathologists as simple 
have frequently recurred as malignant growths. 

Macalpine has seen two tumors in the same blad- 
der, one of which was apparently benign and the 
other malignant. 


The diagnosis of papilloma of the bladder is made, 
of course, by means of the cystoscope. As it de- 
pends entirely upon the experience of the operator, 
and as the treatment is extremely important and de- 
pends entirely upon the opinion of the examining 
urologist, the outcome is problematical. 

The author watches these tumors very carefully, 
desiccates them first, and depends entirely upon the 
results, under close observation, to determine 
whether the neoplasm is malignant or non-malig- 
nant. He believes that a tumor which disappears 
under diathermy through the cystoscope is probably 
non-malignant as diathermy seems to aggravate 
malignant tumors. This method, of course, has its 
disadvantages because it is possible that the tumor 
may become inoperable while it is being watched. 
However, if it does not recede promptly, Macalpine 
does not delay in adopting open operative treatment. 
He recommends cystography to ascertain the size of 
the tumor and the degree of involvement of the 
bladder wall. 

He finds that bladder tumors are frequent in 
persons who work in the dye industries. The most 
common situation of papillomata is near the vesical 
orifice. Occasionally, papillomata in this region are 
secondary to papillomata of the upper urinary 
passages. The treatment is diathermy and open 
operation. ‘The operation performed by Macalpine 
is based on Squier’s technique. In this procedure, 
gauze dissection of the lateral aspects of the bladder 
is done and the peritoneum is stripped off the fundus. 
The dissection may be continued down until the 
prostate and seminal vesicles are exposed. The 
bladder is not opened until it is well freed. ‘The neo- 
plasm is removed with a generous area of the bladder 
wall. If necessary, a portion of the ureter is sacri- 
ficed and the ureter implanted into the bladder at 
another location. The latter procedure carries with 
it a much higher immediate mortality. 

The raw surfaces are protected with tetras and 
swabs soaked in a 1:1,000 solution of silver nitrate 
and the wound is sponged out with a 1:1,000 solution 
of silver nitrate and 50 per cent resorcin or alcohol. 

In Macalpine’s experience, papillomata arising 
high on the bladder wall run a very benign course, 
while those at or near the ureters or internal sphinc- 
ter are much more apt to be malignant. 

In conclusion, the author says that cases of pain- 
less haemorrhage from the bladder should be sub- 
jected to immediate cystoscopic examination. 

Eimer Hess, M.D. 


Beer, E.: Total Cystectomy and Partial Prostatec- 
tomy for Infiltrating Carcinoma of the Neck of 
the Bladder. Ann. Surg., 1929, xc, 864. 


In cases of infiltrating carcinoma of the neck of 
the bladder the author has found the most favorable 
treatment to be total cystectomy and partial prosta- 
tectomy with implantation of the ureters into the 
skin of the iliac fosse performed in one stage. 

He reports eight cases treated by total cystectomy 
with one operative death. The one death occurred 


GENITO-URINARY SURGERY 


in the hospital ten days after the operation from 
pyelonephritis due to the implantation of the ureters 
into the sigmoid. Of the seven patients who sur- 
vived, one lived for five years; one for nine months; 
and one, who had a leiomyosarcoma, for more than 
two months. Four are still alive. Of these, one was 
operated upon four years ago; one, a year and a half 
ago; one, seven months ago; and one six months ago. 
In conclusion, Beer states that the mortality of 
extraperitoneal removal of the bladder with the adja- 
cent prostate is not prohibitive, and that the opera- 
tion can be done with the implantation of the ureters 
into the skin in one stage without undue risk to the 
integrity of the kidneys. In spite of the inconven- 
ience of an apparatus for collection of the urine, the 
patients are rendered fairly comfortable and able to 
get about and even to work. Even though the local 
metastases will probably result in death, the opera- 

tion is justified by the temporary comfort. 

J. Evwin Kirkpatrick, M.D. 


GENITAL ORGANS 


Haendel, M.: The Physiology of the Testicle (Con- 
tribuciones a la fisiologia testicular). An. Fac. de 
med., Univ. de Montevideo, 1929, xiv, 1020. 


Experiments were carried out on dogs and rabbits 
to determine the relation of the function of the 
testicle to the body weight, the basal metabolism, 
the blood pressure, and the composition of the blood. 
The protocols of the experiments are given. 

Ligation of the excretory ducts of the testicle was 
done according to the method of Boin, Ancel, and 
Steinach. It caused an increase in weight which con- 
tinued after castration. This increase after vaso- 
ligation was brought about by a general good con- 
dition and improvement in the appetite and the 
function of the organs. In rabbits, the basal metab- 
olism increased 15 per cent after vasoligation and 
was lowered by castration. Glycemia generally de- 
creased after vasoligation, but in two animals the 
decrease was preceded by a period of hyperglycemia. 
The blood pressure fell after vasoligation, but some- 
times showed a slight increase immediately after the 
ligation. In some of the dogs the ligation caused an 
increase in the erythrocytes and hemoglobin of the 
blood. Auprey G. Morean, M.D. 


Bevan, A. D.: The Operation for Undescended 
Testis. Ann. Surg., 1929, xc, 847. 


The author describes his operation for unde- 
scended testis which was first reported in 1899. 
After more extensive use and only slight modifica- 
tions of the procedure during the past thirty years, 
he concludes that this method, which is based upon 
simple, clear, definite anatomical, physiological, and 
surgical principles, has given results which warrant 
its general adoption. 

Undescended testicle occurs in about 1 of 500 
males. However, there is a not-infrequent condition 
of undescended testicle in which the scrotum is very 
rudimentary and empty and the testicles can be 
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felt just beneath the skin above the scrotum. In 
such cases the testicles can be pushed down into 
the scrotum by gentle pressure. As the child grows, 
the testicles grow and assume a normal position 
in the scrotum, giving the impression that unde- 
scended testicles have come down in the period of 
puberty. Operation is contra-indicated in these 
cases. 

The operation for undescended testicle should be 
performed at an early age, within the first three or 
four years, because the structures are then more 
pliable, the testicle can be brought down without 
tension as the cord is more easily lengthened, the 
blood supply is more easily safeguarded, and if the 
testis is left in the abdominal cavity it will not 
develop. 

The author emphasizes that in his operation the 
spermatic vessels are divided only in very rare 
cases, and that the pursestring suture which is 
placed at the neck of the scrotum does not sur- 
round the cord, but lies in front of it, leaving 
ample room for the cord behind it. 

The details of the operation are described fully. 
In order to lengthen the cord sufliciently to place 
the testicle in the scrotum without tension, Bevan 
first frees the peritoneal vaginal process from the 
cord, facilitating the dissection by injecting normal 
saline solution under the peritoneum to lift it from 
the cord, and then divides the tiny fascial bands 
along the vas and the vessels so as to leave only the 
vas and vessels intact. By this procedure the cord 
is lengthened several inches. 

J. Epwin Kirkpatrick, M.D. 


MISCELLANEOUS 


Dragonas, E. G.: The Mechanism of Certain Cases 
of Retention of Urine (Etude sur le mécanisme de 
quelques cas de rétention d’urine). J. d’urol. méd. 

et chir., 1929, xxviii, 341. 

The author believes that many cases of retention 
of urine are caused by physiological phenomena 
exaggerated in one direction or another; there is no 
pathological reflex. In support of this theory he 
cites the cases of retention in which, after prostatec- . 
tomy, the patient is able to urinate vigorously. 
Before the operation in such cases the bladder was 
not paralyzed, atrophied, or degenerated and had 
not permanently lost its contractility because of a 
mechanical obstacle; it had simply been in a condi- 
tion of inertia, it had been inhibited, and as soon as 
the prostate was removed it regained its normal 
function. 

This inhibition is a process by which an act in 
the course of development is arrested or suppressed 
by an opposite influence. There is a normal recip- 
rocal genitovesical inhibition and rectovesical in- 
hibition. Urination and ejaculation cannot take 
place at the same time, nor can urination and defx- 
cation. These are normal physiological phenomena 
which have no relation to the function of the testicles 
or prostate, but depend solely on innervation. 
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Chronic constipation, hypertrophy of the prostate, 
hydatid cysts of the pelvis, massage of the prostate, 
retroversion of the uterus, and various causes may 
bring about retention of urine simply through irrita- 
tion acting on the sympathetic, parasympathetic, 
or cerebrospinal nerves. Jaboulay makes use of this 
principle in his treatment of essential incontinence 
of urine which consists in the injection of artificial 
serum into the retrorectal space. He says that it 
partially inhibits the bladder through the sensory 
fibers of the rectum. Auprey G. Morcan, M.D. 


Waring, T. P.: Can Solid Material by Reflux or 
Antiperistalsis Enter the Pelvis of the Kidney 
from the Bladder? J. Urol., 1929, xxii, 541. 


The author reports a case proving that a foreign 
body may reach the pelvis of the kidney from the 
bladder by antiperistalsis. 

Fourteen months prior to coming for examination, 
the patient, a male, had introduced a piece of grass 
into the urethra for sexual excitation and had been 
unable to extract it. On several previous occasions 
he had used beans, straw, or grass. The symptoms 
for which he sought treatment were pain in the right 
upper quadrant of the abdomen and the right costo- 
vertebral region, fever, nausea, and vomiting. 

His temperature was 100 degrees F. The urine 
was alkaline and contained pus and blood. The 
white cell count was 16,800, with 93 per cent poly- 
morphonuclears. 

Cystoscopic examination revealed redness about 
the right ureteral orifice. In the urine from the right 
kidney there was a faint trace of indigocarmine and 
the phenolsulphonphthalein return after fifteen 
minutes was 3.5 per cent. In the urine from the 
left kidney there was moderate coloration with 
indigocarmine and the phenolsulphonphthalein re- 
turn was 18.0 per cent. The urine from the right 
kidney yielded staphylococcus aureus on culture 
and showed pus in clumps on microscopic examina- 
tion. The urine from the left kidney yielded no bac- 
terial growth on culture and was free from pus. 

X-ray examination revealed an irregular line in 
the region of the right kidney suggesting a calculus. 
Ureterography showed the right ureter to be dilated 
and irregular. The pelvis of the right kidney did not 
appear abnormal. 

By means of pyelolithotomy, the author removed 
from the right kidney a calculus 2.5 cm. long and 
0.2 cm. in diameter which consisted of a calcium 
and phosphatic deposit on a piece of seed-bearing 
grass. Several days after the operation another 
piece of grass 1 cm. long was drained out on the 
dressing. 

Waring cites the experimental work of Graves 
and Davidoff proving the occurrence of regurgita- 
tion of urine from the bladder into the pelvis of the 
kidney. Since, according to Gruber, the urine in 
the bladder is alkaline in most cases of cystitis, the 
author concludes that reverse peristalsis might 
easily be provoked by the entrance of the alkaline 
urine into the ureter. J. Sypney Ritter, M.D. 
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Cumming, R. E., and Nelson, R. J.: Actinomycosis 
of the Urinary Tract. Surg., Gynec. & Obst., 1929, 
xlix, 352. 


‘The authors review briefly nine cases of actino- 
mycosis primary in the kidney which have been 
recorded in the literature and report two cases of 
their own. 

Actinomycosis is a parasitic disease which in 
cattle is known as “lumpy jaw.” It frequently 
attacks the urinary tract of man, but as a rule the 
involvement of the kidney and ureter is secondary. 
When the process is apparently confined to the kid- 
ney, perinephritic abscess is likely to occur. ‘The 
authors have been unable to find any record of 
involvement of the bladder. 

The disease is recognized by the discovery of the 
typical granules (ray fungi) in the urine, pus, or 
tissues. The clinical course, physical findings, and 
urological evidence suggest renal tuberculosis or 
renal tumor. Anamia is an important sign. The 
diagnosis is rarely made before operation. The 
history often establishes the possibility of actino- 
mycosis as contact with diseased animals (especially 
cattle) can be ascertained. 

The prognosis is very grave since in cases with 
secondary involvement the disease is so widespread 
as usually to be fatal, and when the kidney is in- 
volved primarily it is usually well advanced when 
treatment is begun. 

In cases of primary involvement of the kidney 
nephrectomy is the best procedure when applicable. 
X-ray treatment and the use of potassium iodide 
and copper sulphate are recommended, but are only 
adjuncts to surgical drainage and removal of the 
affected organ. Tuomas F., Finecan, M.D. 


Goldstein, A. E., and Abeshouse, B. S.: Prevesical, 
Perivesical, and Periprostatic Suppurations; 
Review of the Literature and a Report of Cases. 
Surg., Gynec. & Obst., 1929, xlix, 477. 

This article discusses particularly the develov- 
ment of infection in the various spaces about the 
bladder and prostate after operation. The authors 
give first a brief description of the anatomy and topog- 
raphy of the aponeuroses and the spaces they enclose. 
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The pelvic fascia, The pelvic fascia is made up of 
a parietal and a visceral layer. The parietal portion 
is continuous with the psoas and iliac fascia and 
attached to the promontory of the sacrum and the 
iliopectineal line. As it passes down over the pos- 
terior pelvic wall it covers the pyriformis muscles 
and the sacral and pudendal plexuses. Laterally, it 
covers the obturator internus. At the white line of 
the fascia, it divides into two layers. The more 
external layer is the obturator fascia which forms 
the outer wall of the ischiorectal fossa. The inner 
wall of the ischiorectal fossa is lined by the ischiorec- 
tal fascia, a part of the parietal layer of the pelvic 
fascia. The obturator fascia is continuous across 
the anterior part of the pelvic outlet with the corre- 
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sponding fascia of the opposite side and forms the 
deep layer of the triangular ligament. 

The inner or visceral layer, sometimes described 
as the ‘“‘rectovesical fascia,” is a continuation of the 
pelvic fascia. It isa membranous diaphragm separat- 
ing the pelvic cavity above from the perineum 
below. It passes downward and inward on the upper 
surface of the levator ani muscles and then over the 
surface of the prostate, seminal vesicles, bladder, 
and rectum. 

In recent years the term “rectovesical fascia’ has 
been restricted to the portion of the fascia between 
the rectum and bladder which encloses the seminal 
vesicles. 

In the posterior part of the pelvis the visceral 
layer of the pelvic fascia is pierced by the rectum 
and reflected upon the rectum as the rectal or prerec- 
tal fascia. 

As the visceral layer passes inward from the white 
line on either side it covers the posterior surface of 
the bladder and at the base and sides of the bladder 
turns upward to form the lateral true ligaments of 
the bladder. At the juncture of the bladder and 
prostate it splits into two layers, one of which passes 
up over the bladder as the vesical fascia and the 
other of which passes downward over the prostate, 
forming the anterior, lateral, and posterior peri- 
prostatic fascia. At the apex of the prostate, the 
prostatic fascia becomes continuous with the deep 
layer of the triangular ligament and is continued 
forward as two bands, the anterior true ligaments 
of the bladder. 

The true capsule of the prostate is a fibromuscular 
membrane which surrounds the entire gland except 
at its base and apex where the urethra pierces the 
gland. It is continuous on its internal aspect with 
the fibromuscular stroma of the gland and on its 
external aspect with the fibromuscular tissues that 
unite the periprostatic capsule with the periprostatic 
sheaths or aponeuroses and the cellular spaces. The 
firmness and integrity of this capsule limit the exten- 
sion of suppurative processes within the gland. 

The prostate is closely surrounded on all sides by 
fascial sheaths. On the basis of their anatomical 
relation to the prostate these have been classified by 
Aversenq as: (1) the anterior periprostatic aponeu- 
rosis or fascia, (2) the lateral periprostatic aponeuro- 
sis or fascia, (3) the posterior periprostatic aponeu- 
rosis or fascia, and (4) the median aponeurosis (part 
of the triangular ligament). 

The anterior peri prostatic fascia. This fascia, which 
carries the names of Denonvillier, Zuckerkandl, and 
Delbet, extends from the anterior surface of the 
bladder to the lower border of the posterior surface 
of the pubis. Laterally, it blends with the aponeuro- 
ses of the levator ani and posteriorly it fuses with 
the prevesical fascia of Charpy. Its width is scarcely 
more than 1 cm. 

The lateral periprostatic fascia. ‘The lateral peri- 
prostatic fascia, also known as the “‘puborectal fas- 
cia of Denonvillier,” is rather intimately connected 
to the prostate by loose connective tissue. It is 
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essentially an extension of the fascia of the levator 
ani and is composed of a horizontal and a vertical 
portion continuous with each other. The horizontal 
portion blends below with the superficial layer of the 
triangular ligament and above is continuous with 
the inferior border of the levator ani muscle. The 
vertical portion is almost quadrilateral and extends 
from the side of the symphysis pubis to the region 
of the rectum and levator ani. It extends from the 
anterior perineal fascia down to the deep layer of 
the triangular ligament. 

The posterior periprostatic fascia. This fascia, 
described by Denonvillier as the “‘prostatoperitoneal 
fascia” and now commonly known as the “fascia of 
Denonvillier,’ covers the posterior portion of the 
prostate, seminal vesicles, and bladder. Posteriorly, 
it fuses with the subperitoneal tissue of the rectoves- 
ical cul-de-sac, and anteriorly it is inserted into the 
muscular sheath of the membranous urethra just 
below the apex of the prostate. Laterally, it blends 
with the fascial elongations of the levator ani and 
fascia recti. It is a firm, dense sheath which is 
thickest in the midline, and is composed of an ante- 
rior and a posterior layer. ‘The anterior layer is the 
thicker and the more resistant of the two. 

The median fascia. The median fascia represents 
the inferior layer of the triangular ligament, the 
stronger and more resistant of the two layers of 
which the triangular ligament is composed. 

These fascial sheaths on the upper, lower, and 
lateral aspects of the prostate gland inclose a poten- 
tial quadrangular space about the prostate which is 
designated by the French as /a loge prostatique. The 
intrafascial spaces are: in front, the anterior peri- 
prostatic space; on the sides, the lateral periprostatic 
space; and behind, the posterior periprostatic space. 
The extra-aponeurotic spaces are situated behind 
the periprostatic aponeuroses and consequently are 
found behind the spaces mentioned. They are: in 
front, the anterior extraprostatic space or the space 
of Retzius; laterally, the superior pelvirectal space; 
and behind, the posterior extraprostatic space or 
prerectal space. 

The anterior prevesical space. This space is com- 
monly called the ‘‘space of Retzius” and is the most 
frequent site of localized postoperative infections. 
It is bounded anteriorly by the symphysis pubis and 
the anterior layer of the transversalis fascia; 
posteriorly, by the posterior layer of the transver- 
salis fascia; above, by fusion of the two layers of the 
transversalis fascia at the semilunar fold of Douglas; 
below, by the anterior periprostatic fascia; and lat- 
erally, by fusion of the two layers of the transver- 
salis fascia with the aponeuroses of the transver- 
salis and oblique muscles. 

The space called by Aversenq the anterior peri- 
vesical space is essentially a continuation of the 
anterior periprostatic space. 


ETIOLOGY 


The causes of postoperative perivesical and peri- 
prostatic infections may be divided into two groups: 
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(1) exacerbations after operation of an old pre-exist- 
ing lesion of the bladder, prostate, seminal vesicles, 
or urethra, and (2) the introduction of an infecting 
agent at the time of operation or during the post- 
operative course. 

Chronic cystitis is usually accompanied by peri- 
vesical infiltration of varying degree, often known 
as “chronic sclerosing pericystitis.’’ In old cases of 
prostatic retention the chronic infection of residual 
urine which lies dormant may flare up following 
instrumentation. Other possible causes of perivesical 
suppuration are vesical calculi, foreign bodies, ulcers, 
tumors, diverticula, and tuberculosis. In old cases 
of retention, repeated instrumentation with resulting 
trauma is attended with the danger of causing a false 
passage or tear in the urethral wall which provides 
an excellent portal of entry for the pathogenic 
organisms found in the bladder and urethra in such 
cases. An abscess may exist within the hypertrophied 
prostate unrecognized until the bladder or prostate 
is opened for the removal of the prostate believed 
to be enlarged. Such an abscess may rupture spon- 
taneously into the posterior urethra or it may break 
through the prostatic capsule, giving rise to a peri- 
prostatic cellulitis. If the cellulitis is confined to the 
posterior periprostatic space it may form a firm mass 
which may be confused with an enlarged prostate. 


TYPES OF INFECTION 


Mild postoperative perivesical and periprostatic 
suppurations occur within a relatively short time 
after operation and are usually due to flooding of the 
prevesical space with infective material at the time 
of operation or to inadequate drainage after opera- 
tion. The severe type of inflammation is of insidious 
onset, occurring after the suprapubic wound has 
closed or when a small clean healing fistula is present. 
Signs of infection about the wound are absent, but 
the patient is toxic, suffers from fever which is often 
accompanied by chills, is easily fatigued, loses 
weight and appetite, appears anxious, and, if the 
sepsis persists, later becomes prostrate. Pain is a con- 
stantsymptom. It may bein thesuprapubicor bladder 
region or may be referred to the perineum. Bladder 
and gastro-intestinal symptoms with nausea and 
vomiting may develop. This type of infection usually 
leads to fatal septicaemia. 


PATHWAY OF INFECTION 


The possible routes by which localized lesions 
may be spread into the tissues surrounding the 
operative field are: (1) by direct extension by cel- 
lular infiltration, (2) by way of the lymphatics, and 
(3) by way of the blood stream. 

Direct extension. Direct extension occurs as the 
result of flooding of the space of Retzius with in- 
fected urine at the time of operation or as the result 
of inadequate drainage of this area and the bladder 
after operation. Prolonged stasis of urine in the 
space of Retzius may lead to inflammatory lesions 
varying from mild suppuration to extensive abscess 
formation with necrosis and gangrene of the tissues. 


Lymphatic route. The réle of the lymphatics in 
the propagation of inflammation about the prostate 
and bladder following operation is most important. 
The lymphatic drainage determines the ultimate 
destination or direction of such infections. In the 
region of the neck of the bladder there is a rich anas- 
tomosis of the lymphatics of the vas deferens with 
those of the prostate, posterior urethra, and bladder. 
The ureter has an abundant network of lymphatics 
in its muscularis and external fibrous sheath. The 
lymphatics of the kidney are abundant and surround 
the tubules and glomeruli. There is a close relation 
between the lymphatic supply of the genito-urinary 
system, but there is no anastomosis between the 
lymphatics of the genito-urinary organs and the 
rectum. 

Blood stream. There is no clinical evidence to 
show that infection is carried from one part of the 
urogenital tract to another by direct vascular con- 
nections. 


RELATION OF OPERATIVE PROCEDURE TO INFECTION 


The nature of the infection introduced at or follow- 
ing operation varies with the type of operation per- 
formed. Opening a bladder which is distended with 
urine or has been filled with fluid before operation 
increases the danger of infection about the base of 
the bladder. The likelihood of the development of 
cellulitis appears to be greater after a suprapubic 
prostatectomy than after a simple cystotomy on 
account of the greater trauma produced by the 
former operation. Infection after prostatectomy is 
favored also by the dead space created by the re- 
moval of the enlarged prostate. This space is con- 
stantly filled with stagnant and infected urine and 
unless it is well drained constitutes an excellent 
nidus for the growth of pathogenic organisms. The 
danger of. periprostatic or perivesical infection 
following perineal prostatectomy appears to be more 
theoretical than actual as in this operation adequate 
drainage is provided. In cases in which partial or 
complete excision of the bladder is done, the floor 
or base of the bladder is usually involved and the 
accumulation of infected urine in the operative 
area is likely to set up a diffuse cellulitis. Peri- 
prostatic or perivesical suppurations may develop 
also after instrumentation of the urethra, the in- 
sertion of retention catheters into the bladder, a 
punch or cutting operation at the neck of the bladder, 
and operation for prostatic abscess with incomplete 
drainage. 


LOCALIZATION OF INFLAMMATORY PROCESS 


The site of localized suppuration following opera- 
tions on the bladder and prostate depends on the 
origin of the infection and its avenue and manner of 
spread. The localization of suppurations around the 
prostate is closely related to the anatomical relations 
of the prostate and its surrounding cellular spaces. 
The micro-organisms usually found in perivesical and 
periprostatic infections are the staphylococcus, 
streptococcus, and colon bacillus. 
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Inflammatory collections about the prostate and 
the base of the bladder are essentially of three types: 
(1) intrafascial, occurring in any one of the various 
spaces between the prostatic capsule and the differ- 
ent periprostatic fascia, (2) extrafascial, occurring 
in the spaces external to the periprostatic fascial 
planes, and (3) distant suppurations, the result of 
extension of the inflammation by way of the blood 
stream or lymphatics or by direct continuity from the 
focus of infection in the operative area. The con- 
dition varies from a localized abscess within the 
fascial spaces about the prostate and bladder to a 
diffuse cellulitis in the extrafascial planes. Lesions 
of the latter type are essentially phlegmons which 
may spread to distant regions (kidney, thigh, groin, 
or perineum) and point more or less to an abscess. 

Intrafascial infections. The development of an 
inflammatory lesion in the anterior periprostatic 
space is relatively rare as the anterior lobe of the 
prostate is seldom the site of infection. However, an 
infection of the space of Retzius may spread down 
into this region. The lateral periprostatic space is 
seldom, if ever, the site of a localized inflammatory 
lesion before or after operation. Infections in this 
region are difficult to recognize. Following supra- 
pubic prostatectomy, the posterior periprostatic 
space is frequently the site of an unsuspected abscess 
as the dead space in the bed of the prostate is an 
excellent focus for the development of infection 
which may spread by direct extension. 

Extrafascial infections. Suppuration within the 
anterior extraprostatic space, the space of Retzius, 
is the most frequent local complication following 
operations on the bladder and prostate by the supra- 
pubic route. It should properly be called an abscess 
or phlegmon of the space of Retzius and not a 
peripericystitis. As a result of infection in this area, 
the pubic bone may be involved and undergo necro- 
sis. Occasionally an infectious process in the space 
of Retzius responds poorly to treatment or is neglect- 
ed, in which case a hypogastric or iliopelvic infiltra- 
tion develops. 

The lateral extraprostatic space is commonly 
described as the superior pelvirectal space and 
corresponds to the whole lateral surface of the 
prostate. While this space is seldom the site of 
primary postoperative infection, it frequently rep- 
resents the fusion’ place of suppurations extending 
from the space of Retzius, the anterior or posterior 
spaces. The diagnosis of suppuration within this 
space is confirmed by a palpable mass involving the 
lateral and upper surfaces of the prostate and 
seminal vesicles. 

Suppurations within the posterior extraprostatic 
space are of frequent occurrence before and after 
operation because of the tendency of the suppura- 
tions of the prostate and seminal vesicles to spread 
into the posterior periprostatic space and then to 
pierce the fascia of Denonvillier into the prerectal 
space. ‘These infections tend to open into the rectum 
and become clinically cured, but in some cases they 
may point lower down as an ischiorectal abscess or 
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may spread upward under the peritoneum, forming a 
retroperitoneal suppuration. 

Distant suppurations. Anteriorly, infections within 
the space of Retzius may spread over the entire 
abdominal wall, involving the hypogastric, the 
inguinal, or the lumbar region, but are amenable to 
treatment. 

Laterally, suppurative lesions about the bed of the 
prostate or the posterior urethra develop as the 
result of infection in the dead space of the prostatic 
bed after removal of the gland. The infection spreads 
to the superior pelvirectal space and thence into 
loose subperitoneal space extending in all directions. 

Posteriorly, suppurations within the periprostatic 
space may extend up to the retrovesical region in an 
upward or lateral direction under the peritoneum. 
If the peritoneum is pierced, a true pelvic peritonitis 
results. Retroprostatic and retrovesical suppurations 
may become walled off and traverse the prerectal 
space to empty into the rectum, 

In most of the types of postoperative infection 
described the spread of the infection is by extension 
along fascial planes, but occasionally the develop- 
ment of a subperitoneal abscess of the hypogastric, 
iliac, inguinal, lumbar, or kidney regions is depend- 
ent upon a lymphatic extension. ‘There is also the 
possibility of extension along the length of an organ 
traversing an infected area such as the vas deferens 
and the ureter, the infection being carried by the 
lymphatics accompanying the organ, through the 
loose cellular tissues surrounding it, or through the 
lumen of the tubular structure. 


PREVENTION AND TREATMENT OF POSTOPERATIVE 
INFECTIONS 

Essential to a well-planned and well-executed 
suprapubic cystotomy and prostatectomy are good 
exposure and proper incision of the bladder and 
careful closure of the suprapubic wound with ade- 
quate drainage. In the stripping of the peritoneum 
from the bladder great care should be taken in order 
to avoid the formation of a retropubic dead space 
and unnecessary trauma to the neck of the bladder. 
As a landmark for the lower limit of exposure of the 
bladder the superior border of the pubic bone should 
be used. In a simple cystotomy the incision should — 
not be carried too far down toward the neck of the 
bladder, and as a rule should not be longer than 3 
cm. Flooding of the operative field at the time the 
bladder is opened must be prevented by careful 
packing off of the prevesical space or the introduction 
of a cannula with or without suction before the 
bladder is opened. In the closure of the abdominal 
wound, adequate drainage of the space of Retzius 
must be provided. ‘This drainage is best obtained 
by introducing a gauze wick at the lower end of the 
wound and closing the incision around it loosely. 
The suprapubic tube should be brought out at the 
upper end of the bladder incision. 

Even when these pre-operative precautions are 
taken there may occasionally develop signs of in- 
fection in the various areas about the bladder and 
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prostate. When such signs are noted, treatment 
should not be delayed. The prevesical space should 
be drained immediately by opening and irrigating 
the lower angle of the incision. Occasionally it may 
be necessary to resort to perineal drainage. When 
a suprapubic prostatectomy has been done the bed 
of the prostate may be the focus of infection. When 
this is the case, the drainage should be of the type 
used in the typical perineal approach to the prostate. 
One or more drains should be passed through an 
opening in the prostatic capsule into the bladder and 
the bed of the prostate. In cases of secondary 
suppurations developing at sites remote from the 
bladder, the primary focus of infection must be 
found and eradicated before the secondary sup- 
purations can be relieved. ‘Therefore the prevesical 
space should be re-opened and thoroughly explored 
for evidences of retropubic infection. 
D. Homes, M.D. 


Chabanier, H., Lobo-Onell, C., Lebert, M., and 
Lélu, E.: Water and Salt Diuresis (Contribution 
a l’étude des diuréses aqueuse et saline). J. d’urol. 
méd. et chir., 1929, Xxviil, 359. 


The authors review Ambard’s work and the thresh- 
old conception of the elimination of urinary sub- 
stance. In their experiments, details of which are 
given in tables, they found there was always a 
change in the p" coincident with a rapid change in 
water diuresis. Polyuria is accompanied by a 
change of p™ in the alkaline direction, whereas a 
sudden decrease of water diuresis is accompanied by 
a change in the acid direction. However, while any 
sudden change in water diuresis is accompanied by 
a change of p" in the urine, a change of p" does 
not necessarily cause a change in diuresis at once. 
A change in diuresis seems to require a certain 


degree of change in p™ lasting for a certain period 
of time. Staining tests have shown that the reac- 
tion in the renal cells is the reverse of that in the 
urine. 

From these facts and a further comparison of 
water diuresis and diuresis caused by neptal, insulin, 
and other substances, the authors conclude that the 
conception of change in threshold is really based on 
a change in iso-electrical points. A sudden change 
in the iso-electrical points of the albumins of the 
tubules toward a low p® results in a discharge of 
cations through the urine with retention of anions in 
the tubule cells, shown by the decrease in the urine 
of one of the most important anions, Cl. The acids 
contained in the tubule cells diffuse to the glomeruli, 
causing an increase in the acid of the capsular albu- 
mins which brings about an increase in the osmotic 
tension of the cells of the capsule and polyuria. 

Therefore what has been called mobility of the 
threshold is only the reverse of the mobility of the 
iso-electrical point of an albumin. To say that a 
substance has a certain threshold of excretion is to 
say that a value of the iso-electrical point of the 
albumin which eliminates it has been reached at 
which this albumin begins to take up the substance 
in appreciable quantities. Accordingly, in place of 
the abstract notion of the threshold, we have a con- 
crete and measurable property of albumin, namely, 
its iso-electrical point. The threshold is a property 
of the kidney and not of the substance excreted; 
nevertheless it must still be expressed by comparing 
the amount of the substance in the blood with that 
eliminated in the urine. 

The authors conclude also from their work that 
the behavior of the Cl threshold in oedema is only a 
secondary factor in the pathogenesis of that condi- 
tion. Auprey G. Morcan, M.D. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hume, J. B.: The Causation of Multiple Exostoses. 
Brit. J. Surg., 1929, xvii, 236. 


Multiple exostoses occur in both sexes. The 
subjects are usually of less than normal stature 
because of deficient growth of the long bones. Cer- 
tain bones, such as the carpus, tarsus, vertebra, ster- 
num, and skull, are never affected. The condition is 
often hereditary, although a history of inheritance is 
not always obtainable. It has a definite association 
with multiple enchondromata, but a definite asso- 
ciation with rickets has not been established. 

The most common types of multiple exostoses are 
the globular or cauliflower-shaped projections ap- 
pearing at the extremities of the long bones. The 
projections may also take the form of elongated 
spikes, in which case they are always directed away 
from the epiphysis. Not infrequently, they occur 
near secondary centers of ossification such as the 
gluteal ridge of the femur and the vertebral border 
of the scapula. 

Up to the twentieth year of age, multiple growths 
are usually covered by a thin layer of cartilage. 
The cancellous bone underlying the surface cartilage 
is excessively spongy and fragile and in the roent- 
genogram shows definitely irregular trabeculation. 

The exostoses are most numerous and _ best 
marked in the areas where normally the greatest 
growth of the bone takes place, as in the upper end 
of the tibia and the lower end of the femur. 

With regard to the cause of these bone formations, 
the author says: “It is clear that such a com- 
plicated condition as multiple exostoses cannot be 
produced by a mere failure in tubulation or by a 
vascular disturbance, but that, as Keith originally 
suspected, the cause must lie in the abnormal be- 
havior of the cells of the growth disk and the con- 
sequent failure of the subperiosteal bone formation 
to keep pace with it. An abnormal stimulus affect- 
ing the center of the disk alone and interfering with 
the process of ossification would produce an en- 
chondroma; one affecting a localized portion of the 
periphery, a single pedunculated exostosis; while a 
more general stimulus affecting the growth disks of 
all the long bones would produce multiple exostoses.” 

Freperick A, Jostes, M.D. 


Phemister, D. B.: Chronic Fibrous Osteomyelitis. 
Ann. Surg., 1929, XC, 756. 


“Chronic fibrous osteomyelitis” is a term which 
may be applied to any long-standing pyogenic in- 
fection of bone in which the reaction on the part of 
the fibroblasts in contrast to the infiltrative cells is 
the outstanding feature of the lesion. ‘This may be 


the end-stage of acute pyogenic osteomyelitis in 
which suppuration, necrosis, absorption, and cavity 
formation have occurred. As repair takes place, 
the cavity may be filled with fibroblastic tissue 
showing varying degrees of maturation. In some 
cases such an area of chronic fibrous osteomyelitis 
may remain symptomless for an indefinite period. 
In others it may produce mild disturbances or may 
be the site of acute exacerbations. There is usually 
more or less osteosclerosis with the formation of 
a bony shell about it. Gradual replacement by 
hematopoietic and fatty marrow may ultimately 
come about. 

In contrast to this condition there is a form of 
osteomyelitis pursuing a chronic course from the 
onset, in which a circumscribed area of bone is 
broken down by fibroblastic activity and the space 
is filled up with soft tissue. This lesion deserves 
special consideration since, by the time it comes to 
operation, it is devoid of the usual microscopic 
changes of pyogenic infection and bears considerable 
semblance to benign giant-cell tumor and osteitis 
fibrosa cystica. 

Phemister has studied eleven cases of the last 
type, particularly from the pathological standpoint. 
The findings in this condition vary greatly according 
to the age of the lesion. In cases which are operated 
upon during the first few months, while the disease 
is progressive, the cavity is found filled with a soft 
tissue varying from grayish to brown, consisting 
microscopically of fibroblasts, capillaries, poly- 
blasts, giant cells, old hemorrhage, and blood pig- 
ment, and usually showing more or less necrosis. 
Cholesterol slits are sometimes seen. There is prac- 
tically no leucocytic or lymphocytic infiltration. 
The response on the part of the surrounding bone is 
extremely variable. In some instances little or no 
bone is laid down, while in others there is marked 
new bone formation. 

The author concludes that these lesions are pro- 
duced by organisms of low virulence belonging to 
the pyogenic group but not setting up the usual 
cytological reaction of pyogenic inflammation. 

H. Earte Conwe t, M.D. 


Connor, C. L.: Experimental Sarcoma of Bone. 
Arch. Surg., 1929, Xix, 794. 


A spontaneous transmissible endothelioma of the 
chicken was introduced into the marrow cavity of 
the tibia of the chicken to cause the formation, if 
possible, of a tumor similar to that described by 
Ewing as an endothelial myeloma, and in order 
that the development and manner of growth of such 
a tumor might be watched. The resultant neo- 
plasm resembled, in some respects, both the endo- 
thelioma and the osteogenic sarcoma seen in man, 
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Like the endothelioma, it occupied a large part of 
the shaft and was osteolytic until it had penetrated 
by way of the nutrient foramen or through the 
cortical spicules to the subperiosteal space. W hile 
it was confined between the periosteum and the cor- 
tex, the tumor cells formed radiating spicules of 
bone. In a similar experiment, the Rous fibrosar- 
coma also formed bone beneath the periosteum. 

Fully two-thirds of the course of the tumor had 
been run before the neoplasm became palpable or 
visible in the roentgenogram although it was pres- 
ent in all of the bones examined on the fourth day 
By the twenty-second day, the chickens had died 
with widespread metastases. Two died of a metas- 
tasis before the tumor could be demonstrated by 
palpation or the roentgenogram. 

It is shown that under certain physical and 
chemical conditions both endothelial (or reticular) 
cells and fibroblasts are capable of differentiating 
into osteoblasts. Freperick A. Jostes, M.D. 


Fitchet, S. M.: Cleidocranial Dysostosis: Hered- 
itary and Familial. J. Bone & Joint Surg., 1929, 
xi, 838. 

The author reviews the literature on cleidocranial 
dysostosis and reports seven cases. 

The features of the condition as originally described 
by Marie and Sainton are: (1) more or less marked 
aplasia of the clavicles, (2) exaggerated transverse 
diameter of the cranium, (3) delay in the ossification 
of the fontanelles, and (4) hereditary transmission. 

The literature reports cases which showed the 
—— dysostosis but no hereditary relation- 
ship. 

Garrahan and Schinelly reported four cases in ‘one 
family. One of the subjects was the father. One of 
the children had a positive Wassermann reaction. 

Dentition is frequently disturbed. According to 
Hultkrantz, all parts of the cranium are involved in 
the deformity, but the most characteristic finding 
is the disturbance of the suture formation in the 
vault of the cranium. The individual bones may fail 
to unite, and the fontanelles may remain open. The 
base of the skull shows incomplete ossification of the 
symphyses and a reduction of the longitudinal diam- 
eter. The facial skeleton may also be affected. The 
individual bones are smaller than usual. The nasal 
and lachrymal bones are either absent or only very 
slightly developed. The accessory cavities are nar- 
row or practically absent. The palate is high and 
narrow. The teeth break through the gums late and 
show faulty implantation or defective coating of 
enamel. 

Jansen attributed the condition to pressure of the 
amniotic fluid on the embryo due to small size of the 
amnion. He stated that a large anterior fontanelle, 
complete or partial absence of the clavicles, short- 
ening of the toes, and bilateral flattening of the chest 
are common to all cases. 

Marie and Sainton stated that the disease had 
never been known to run for more than two gener- 
ations, but McCurdy and Baer reported nine cases 


occurring in three generations. There seems to be no 
variation in the basal metabolic rate or the metabo- 
lism of calcium or phosphorus. 

Nothing definite is known as to the cause. The 
condition occurs wi‘ ‘1 equal frequency in males and 
females and may be transmitted by either the father 
or the mother to either sons or daughters. Lues plays 
no part in its causation or transmission. As a rule 
there is little if any pain or disability demanding 
treatment. Antuony F. Sava, M.D. 


Swaim, L. T., and Kuhns, J. G.: The Prevention of 
Deformities in Chronic Arthritis. I. The Upper 
Extremity. J. Am. M. Ass., 1929, xciii, 1853. 


The deformities following chronic arthritis are 
more serious than any other feature of the disease. 
The essentials in their prevention are: (1) immediate 
attention to the joint to prevent deformity as soon as 
the diagnosis of arthritis is made, (2) the prevention 
at all times of positions leading to deformities, (3) 
well-controlled application of heat to the joint and 
exercise of the joint, (4) motion encouraged, but 
never forced, in all stages of the disease, and (5) 
immobilization of the joint in the desired position 
during sleep. 

Deformity of the shoulder can be lessened by 
placing the patient’s hands under his head with the 
flexed elbows stretched out on the bed. This can be 
done several times a day unless the arthritis of the 
shoulder is too acute, in which case the arm should be 
held by pillows in 90 degrees of abduction and full 
external rotation. The same position can be main- 
tained in the ambulatory patient by an airplane 
splint at intervals for a few weeks. External rotation 
and abduction are to be desired. If ankylosis is in- 
evitable, the position of choice is with the arm in 70 
degrees of abduction, from 30 to 45 degrees of for- 
ward flexion, and rotation midway between prona- 
tion and supination. 

The elbow is frequently involved in arthritis. The 
first symptom is pain on full extension or full flexion. 
The usual deformity is a position of flexion with in- 
ward rotation and pronation of the arm and hand. 
At night the arm should be kept in full extension in 
a plaster gutter, and during the day full use of the 
elbow should be encouraged. A stiff elbow is most 
useful when it is in a position in which the hand can 
reach the face, that is, at an angle of less than go de- 
grees. Traction splints for flexion or extension are 
indicated in convalescence. Manipulation of the el- 
bows usually does more harm than good. 

The usual deformity of the wrist and hand is one 
of flexion of the wrist, pronation of the hand, and 
ulnar deviation of the fingers. This can be prevented 
best by the use of a metal or plaster cock-up splint 
to be worn especially at night. Dorsiflexion of about 
30 degrees is desirable if any deformity of the wrist is 
to result. Subluxation of the thumb and flattening of 
the palmar space of the hand can be avoided by in- 
corporating a palmar support in the cock-up splint 
and by using a wrist band with a strap about the 
base of the thumb. 
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SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 


Deformities of the fingers are very serious. They 
can be prevented by an extension of the cock-up 
splint to hold the fingers in flexion or extension as 
may be indicated. Exercise during the day with 
temporary splinting is better than constant im- 
mobilization. Occupational therapy should be start- 
ed as soon as the soreness of the fingers has decreased 
sufficiently to permit it. 

Muscle weakness and atrophy are common in 
arthritis. They are due to disuse, deformities, and 
stiffness resulting from inflammation. ‘The lack of 
muscular tone in women at the menopause is helped 
by glandular therapy. The most important treat- 
ment of weak flabby muscles is carefully controlled 
exercising well within the fatigue limit. 

Cuester C. Guy, M.D. 


SURGERY OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Sorrel, E.: The Indications for, and Results of, 
Osteosynthesis in the Treatment of Potts’ 
Disease (Indications et résultats des ost¢éosynthéses 
dans le traitement du mal de Pott). J. de chir., 1929, 
XXxlVv, 439. 


There are two reasons why it is hard to determine 
the value of osteosynthesis in Pott’s disease. The 
first is that the disease varies so greatly in severity 
that unless the surgeon is able to follow up a large 
number of patients for a long time his judgment will 
depend upon whether his cases happened to be mild 
or severe. The second is that it is still rather un- 
certain whether the operation has merely the pallia- 
tive mechanical effect of immobilizing the diseased 
spinal column or a biological curative action. 

In the cases of children the operation is generally 
not indicated as a cure can usually be effected by 
non-operative treatment. The operation is at least 
unnecessary, and might interfere with future growth. 
In the cases of adults, osteosynthesis represents a 
true advance in the treatment of Pott’s disease. ‘The 
contra-indications are serious tuberculous lesions in 
other parts of the body, a too pronounced gibbus, 
and poor condition of the skin. Some surgeons are of 
the opinion that, in the absence of these contra- 
indications, the operation should be performed as 
soon as the diagnosis is made, while others believe 
that mechanical orthopedic and general treatment 
should be given until the lesion is reduced to a 
quiescent condition in which the chances for a suc- 
cessful result are better. 

There are two chief methods of osteosynthesis, 
that of Albee, in which a graft from the patient’s 
tibia is used, and that of Hibbs, in which small 
lamelle are cut from the laminz of the vertebra and 
turned up and down to form a solid column of bone 
along the sides of the spinous processes and the proc- 
esses themselves are then broken so that they lie 
against each other, forming another column of bone. 
The Hibbs’ operation is much more complicated 
than the Albee procedure and is employed much less 
frequently. 
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In the last ten years the author has performed 
osteosynthesis in many cases of Pott’s disease and 
has re-examined or received reports regarding 106 
patients. The result was excellent in 60, good in 21, 
mediocre in 9, and poor in 16. Sorrel concludes that 
a procedure which enables 56 per cent of persons 
with Pott’s disease to lead an absolutely normal life 
(some of them doing very hard work), 19 per cent to 
lead an almost normal life with only slight pre- 
cautions, and 8.4 per cent to work a part of the time 
is by far the best method of treating Pott’s disease in 
adults. Aubrey G. Morcan, M.D. 


FRACTURES AND DISLOCATIONS 


Boland, F. K.: Gas Gangrene in Compound Frac- 
tures. Ann. Surg., 1929, xc, 603. 


The complication of compound fractures by gas 
gangrene in civil life is more frequent than is gen- 
erally realized. In colored patients treated at the 
Emory University Division of the Grady Hospital, 
Atlanta, in the period from 1922 to 1929, its in- 
cidence was 19 per cent, and in white persons 
treated in the same hospital during the same period 
its incidence was 7 per cent. 

Gas gangrene occurs in wounds of the lower ex- 
tremities more frequently than in those of the upper 
extremities, probably because of the proximity of 
the lower extremities to soil infection and because 
of the relative tightness of the muscles about the 
tibia as compared with the muscles of the forearm. 
Wooien goods probably harbor the micro-organisms 
as frequently as soil. 

The symptoms of the disease are variable. Fre- 
quently the first symptom is a rise in the pulse rate 
to from 110 to 120. The temperature is variable. 
The leucocyte count is usually between 15,000 and 
20,000. ‘The patient may complain that the dressing 
is too tight. 

Boland advises that compound fractures be put 
up in apparatus which allows frequent inspection 
of the wound, and that smears and cultures be 
made from the wound. Wide débridement with 
excision of all damaged tissue should be done. Of 
the different types of after-treatment. Boland has 
found the Carrel-Dakin technique to give the best 
results. On the first appearance of signs of extension 
of the disease, further débridement or, better, a high 
amputation should be done. On Boland’s service, 
all patients with compound fractures and other 
wounds in which gas gangrene might develop are 
given polyvalent anaérobic antitoxin in addition to 
tetanus antitoxin. The prophylactic dose is 50 
c.cm. and the therapeutic dose from 100 to 200 c.cm. 

Fifteen cases are reported. 

Freverick A, Jostes, M.D. 


Boehler, L.: The Treatment of Fractures of the Os 
Calcis (Behandlung der Fersenbeinbrueche). Chir- 
urg, 1920, 1, 733- 

The usual crush fracture of the os calcis is caused 
by a vertical force acting on the foot from above. 
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The weight of the falling body is transmitted to the 
os calcis through the astragalus. The body of the 
astragalus is more solid than the os calcis and is pro- 
tected by the tibia and fibula, particularly on the 
external aspect where the external malleolus covers 
the cuneiform process of the astragalus. The latter 
is forced into the spongiosa of the os calcis and sepa- 
rates its lateral portion. The posterior joint surface 
of the os calcis is usually split obliquely from its in- 
ner aspect to its anterior surface. ‘The sustenta- 
culum tali with the median portion of the posterior 
joint surface usually remains in situ, whereas the 
lateral portion is sometimes forced downward. The 
broken os calcis is markedly broadened and short- 
ened, and the tuberosity of the calcaneus is elevated. 

In the treatment advocated by the author, the 
calcaneal shortening is corrected by extension with 
a nail or pin in the longitudinal axis of the calcaneus, 
and the broadening of the bone is corrected by lateral 
compression with a screw press. ‘To fix the corrected 
position, a plaster-of-Paris bandage is applied while 
the bone is under extension. Depending upon the 
severity of the destruction, the extension is contin- 
ued for from three to six weeks. At the end of that 
time the plaster-of-Paris bandage and the nail are 
removed and a new plaster-of-Paris cast suitable for 
walking is applied for from nine to fourteen weeks. 
If the cast is removed too soon, the astragalus will 
again sink into the still soft spongiosa of the calca- 
neum and the calcaneal tuberosity will again be 
forced upward. 

By this method of treatment the author has ob- 
tained good functional results. After from three to 
six months the patients were able to return to their 
work, 

In the last three years, Boehler has seen fifty-three 
fresh and forty-one old calcaneal fractures. Twelve 
were bilateral. Barely 10 per cent had been diag- 


nosed before the patients’ admission to the hospital. 
An important aid in the diagnosis is the angle be- 
tween the joint and the tuberosity. Between a line 
joining the anterior portion of the calcaneus and the 
posterior joint surface and a line passing through the 
upper border of the calcaneal tuberosity there is 
normally an angle of from 27 to 33 degrees. In frac- 
ture of the calcaneus this angle is decreased or dis- 
appears because of the elevation of the calcaneal 
tuberosity. The determination of this angle in a 
lateral roentgenogram is important particularly in 
the diagnosis of old fractures. To determine the 
position, an axial roentgenogram of the calcaneus is 
of value. ZILMER (Z). 


ORTHOPEDICS IN GENERAL 


Blount, W. P.: Hodgkin’s Disease: An Orthopedic 
Problem. J. Bone & Joint Surg., 1929, xi, 761. 


Blount states that skeletal involvement in Hodg- 
kin’s disease is much more common than has been 
realized. In cases in which the bones have been care- 
fully studied, hyperplasia and degeneration of the 
bone marrow have been found. Periostitis and even 
tumors have occasionally been reported as secondary 
manifestations of the disease. Destruction of the 
vertebral bodies has simulated tuberculosis and given 
rise to a transverse myelitis. 

The author reports a case in which involvement of 
the spine and left shoulder preceded generalized 
lymph-gland enlargement by two years. Diagnoses 
of tuberculosis and of malignant tumor were made, 
the true nature of the disease not being revealed until 
autopsy was performed. The report is supplemented 
by roentgenograms and photomicrographs. Deep 
X-ray therapy was of considerable benefit in this 
case and in some of the cases reported in the litera- 
ture. 


SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Van Allen, C. M., and Hrdina, L. S.: Air Embolism 
from the Pulmonary Vein: A Clinical and 
Experimental Study. Arch. Surg., 1929, xix, 567, 


Air embolism from the pulmonary vein may 
complicate surgical procedure on the lung. As the 
venous pressure in the pulmonary circulation is 
ordinarily less than that of the atmosphere, air will 
be drawn into the circulation when a pulmonary 
vein is opened. A sharp distinction must be made 
between the embolism resulting in such cases and 
the embolism in which air enters a peripheral vein 
such as the jugular or subclavian. In the former, 
the air enters the peripheral arteries and may involve 
every organ and tissue, whereas in the latter it 
passes into the pulmonary arteries and exerts its 
effects on the lesser circulation and the right side of 
the heart. 

The exact distribution in the vascular tree of the 
air received into the pulmonary veins was studied 
by the authors in dogs under varied conditions of 
dosage and body position. It was found that air 
entering the circulation by way of the pulmonary 
vein followed the course of the blood stream in 
general but with uneven distribution. Instead of 
being divided among the vessels in amounts accord- 
ing to the sizes of the vessels, it tended to float on the 
blood and to seek the upper parts of the body. Even 
when the stream was rapid, the air and blood failed 
to mix thoroughly. Sometimes the air remained 
stationary in a bend of the vessel and sometimes it 
passed in the direction opposite to that of the blood. 
Accordingly, there were marked variations in the 
distribution of the air in different positions of the 
body. When the dog was in the vertical position 
with the head up, the head, neck, and forelegs 
received all of the air except a slight amount in the 
coronaries. When the head was down, the trunk 
and hind legs received the air and the coronaries 
were heavily involved. In the dorsal recumbent 
position, in which the arch of the aorta was higher 
than the descending portion of that vessel and 
acted as a trap to hold a large part of the air, more 
than half of the air was distributed to the head and 
forelegs while the rest went to the coronaries and 
the vessels of the ventral part of the body. 

In man, the symptoms of air embolism from the 
pulmonary vein are of two types, neuromuscular and 
cardiovascular, depending upon the position of the 
body. In the vertical position with the head up the 
neuromuscular type predominates. In the same 
position, with the head down, the symptoms are of 
the cardiovascular type. In the recumbent position 
both types are present. The fatal effects are due to 
impairment of cardiac activity by obstruction of the 


coronary arteries, of cerebral and medullary function 
by blockage of the vessels of the brain, and of blood 
circulation by blockage of the pulmonary arteries. 
The last condition is not frequent. 

Aside from the symptoms, the diagnosis may be 
made from the initial elevation of the blood pressure 
and “air bleeding,” i.e., the presence of air bubbles 
in the blood obtained by making a stab wound in 
the most elevated part of the body. 

The prognosis depends on the size of the embolus, 
severity of the symptoms, and time interval. 

The occurrence of air embolism from an external 
fistula of the pulmonary vein may be prevented by 
positive-pressure breathing and the injection of 
epinephrin or ephedrin, but the protection lasts only 
while the blood pressure remains above certain 
levels. Spontaneous embolism from a bronchovenous 
fistula may be prevented by the intravenous in- 
jection of epinephrin or ephedrin and by bronchial 
block. Treatment is not very satisfactory. It con- 
sists of artificial respiration with the body in the 
head-down position. Cardiorespiratory stimulants 
have no effect. SAMUEL Pertow, M.D. 


Colt, G. H.: Pain as a Guiding Symptom in the In- 
jection Treatment of Varicose Veins. Brit. M.J., 
1929, ii, 848. 

The author draws attention to the phenomenon of 
secondary pain—delayed pain—following the injec- 
tion of varicose veins with sodium salicylate—saline 
solutions. The pain begins about twenty seconds 
after the first few drops of the solution enter the 
vein, reaches its maximum in about sixty seconds, 
and subsides, usually completely, in two or three 
minutes. This is in contrast to the pain which may 
occur immediately after the injection is begun and 
indicates perivenous extravasation. 

By noting the severity and distribution of the pain, 
it may be possible to prophesy with considerable . 
accuracy the extent of the endovenitis which will 
follow. Using pain as a guide, it is possible to 
distribute the injected solution over a considerable 
distance by elevating the limb or placing it in a 
horizontal or dependent position. The pain decreases 
in severity as the fluid in its passage becomes more 
dilute. Wherever pain is felt, sclerosing changes 
inevitably follow, and where pain is not felt it is 
uncommon for more than a local thrombosis to 
occur. Jacos M. Mora, M.D. 


Anderson, W., and Gray, J.: Report of a Case of 
Aneurism of the Splenic — with Refer- 
ences to Fifty-Eight Cases Collected by the 
Authors. Brit. J. Surg., 1929, xvii, 267. 


The case reported was that of a woman forty-nine 
years of age who died in collapse following an 


359 


360 INTERNATIONAL ABSTRACT OF SURGERY 


agonizing abdominal pain. Autopsy revealed a 
saccular aneurism of the splenic artery with an 
opening into the lesser peritoneal cavity. The 
aneurism was false, for in the sac, which was the 
size of a cherry, there was a 1%4-in. opening from the 
main splenic artery close to the hilus of the spleen. 
Microscopic study showed that the chief causes of 
the aneurism were degeneration and necrosis in the 
media. ‘There was no evidence of atheroma, 
generalized arterial disease, or syphilis, but the 
findings suggested that the underlying condition 
was a subacute infection. 

In the fifty-eight cases collected by the authors 
the symptoms varied from those suggesting peptic 
ulcer or carcinoma of the stomach to those suggest- 
ing ruptured tubal pregnancy. In most cases they 
indicate an acute abdominal condition with haemor- 
rhage. 

Surgery offers the only hope of cure. 

Joun H. M.D. 


BLOOD; TRANSFUSION 


Moll, H.: On the Transfusion of Blood through a 
Fine Needle. Bril. J. Surg., 1929, xvii, 321. 


The author describes a very ingenious apparatus 
for use in the transfusion of citrated or defibrinated 
blood. It consists essentially of a pear-shaped 
container which drains at the pointed end and a 
two-way stopcock to which a syringe is attached on 
one side and a needle on the other. There is also a 


heated holder in which the pear-shaped container 
may be carried. With this apparatus, Moll uses 
French’s needle which has a point with three facets 
and a conical stem. 

The pear-shaped container allows blood. to be 
more safely given under pressure. The two-way 
stopcock makes it possible, in finding the vein, to 
withdraw blood into the syringe, and then, by turning 
the stop, to give the blood without loss and without 
the danger of dislodging the needle from the vein. 
When all of the blood has been given, the stop is 
turned back, the injection of air being thereby 
avoided. Joun H. Wootsry, M.D. 


LYMPH GLANDS AND LYMPHATIC VESSELS 


Freeman, L.: Chronic, Non-Specific Enlargement 
of the Mesenteric Lymph Nodes As Related to 
Surgery. Ann. Surg., 1929, xc, 618. 


Chronic non-specific enlargement of the mes- 
enteric lymph nodes is a common condition and fre- 
quently is the only lesion that can be discovered in 
laparotomies on children and young adults. Path- 
ologically, it is only a simple hyperplasia. 

The author suggests that influenza acting through 
the vascular system may be responsible. The symp- 
toms are indefinitely gastro-intestinal in character. 
A low-grade persistent fever is often present. ‘The 
frequently neurotic temperament of the patients 
is ascribed by Freeman to irritation of the auton- 
omous nerve filaments. | Natuan N. Croun, M.D, 
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SURGICAL TECHNIQUE 


OPERATIVE SURGERY AND TECHNIQUE; 
POSTOPERATIVE TREATMENT 


Hartwell, S. W.: Surgical Wounds in Human Be- 
ings: A Histological Study of Healing with 
Practical Applications; I. Epithelial Healing. 
Arch, Surg., 1929, xix, 835. 


From his studies of the healing of surgical wounds 
Hartwell draws the following conclusions: 

The living cells of normal human epithelium are 
potentially amocboid cells. 

In the healing of wounds the covering with epithe- 
lium takes place through the amoeboid movement 
into the wound of cells from the surrounding epithe- 
lium. Such moving cells form an “extension mem- 
brane.” ‘The process of covering with epithelium is 
completed by the union of two such membranes 
from opposite sides of the wound, followed by re- 
arrangement and multiplication of the cells of the 
membrane. 

Mitosis occurs secondarily to cellular movement 
and late in the process of healing. 

The majority of the cells which form the extension 
membrane are derived from the prickle-cell layer of 
the old epithelium. 

A basal-cell layer is formed under the epithelial 
outgrowth by a rounding up and alignment of the 
lowermost cells of the membrane rather than by the 
outgrowth of cells from the old basal layer. 

The prickle cell of the normal epithelium is there- 
fore capable of becoming the basal cell in the epithe- 
lium of the scar, and must be considered the primary 
cell in the regeneration of epithelium in the healing 
of wounds. 

The formation of the healing epithelial membrane 
is dependent upon a supporting base suitable for the 
movement of epithelial cells. 

The base available for the support and advance of 
the epithelial membrane is the chief factor deter- 
mining the time and place of the union of the epithe- 
lium from the two sides of the wound. 

The rate of cornification of cells of the membrane 
is also a determining factor in the rate of the process 
of covering with epithelium. 

The chief causes of delayed epithelial healing, 
therefore, are the existence of a supporting wound 
surface unsuitable for the progression of epithelial 
cells and rapid cornification of the cells of the mem- 
brane due to an inimical chemical or physical envi- 
ronment. These conditions are accentuated in in- 
fected wounds. 

Any beneficial effect of a particular method of 
dressing wounds may be referred to its action in pro- 
ducing a more suitable base or a more suitable envi- 
ronment in which the epithelial cells may grow out 
normally. 


Mackenzie, J. R.: The Etiology and Prophylaxis of 
Postanesthetic Sickness. Lance!, 1929, ccxvii, 
1299. 

Mackenzie believes that surgical technique has 
outstripped anesthetic technique and that some of 
the delay in postoperative convalescence and even 
some of the postoperative mortality may be assigned 
to the effects of the anesthetic and its administra- 
tion. He contends that the anesthetist must accept 
more responsibility for the surgical patient both 
before and after anaesthesia. 

There are four outstanding factors which predis- 
pose to postanesthetic sickness: the psychic element, 
the pre-operative preparation, the anesthetic and 
its administration, and surgical trauma. 

Mental phenomena are factors throughout the 
conscious, subconscious, and unconscious states of 
anesthesia as well as in the pre-operative and post- 
operative periods. The effect of apprehension, fear, 
dread, or anxiety regarding the operation or the 
anesthetic is underestimated. Expression of the 
emotion during the pre-anesthetic period reduces 
the postanesthetic effects, while repression increases 
them. Emotional stimulation of the suprarenal 
glands causes depression of gastro-intestinal func- 
tion and an abnormal breaking down of liver gly- 
cogen with resulting hyperglycemia and glycosuria. 

Pain controls the psychic element to a remarkable 
degree, as is evidenced in obstetrics, emergency 
work, and painful surgical conditions. Examination 
and encouragement by the anesthetist previous to 
meeting the patient in the anesthetic room help to 
maintain equanimity. There are various indications 
of nervous stimuli reaching the brain during the 
surgical procedure which show that nerve excitement 
and exhaustion can continue throughout surgical 
anesthesia. Vomiting during the subconscious peri- 
od of the return to consciousness is due to the influ- 
ence of the anesthetic on the medullary centers or 
to the stimuli reaching the cortical cells. Novocain 
infiltration of the operative area protects against the 
latter. Rapid de-etherization seems to increase the 
frequency of vomiting while the patient is on the 
table and to decrease it thereafter. 

Pre-operative preparation is overdone. A mild 
aperient forty-eight hours before operation is sufli- 
cient. The use of castor oil or magnesium sulphate 
shortly before the operation is definitely harmful. 
Enemata are unnecessary and detrimental except in 
special cases. They are potent factors in the causa- 
tion of postanesthetic nausea, vomiting, tympan- 
ites, and paralytic ileus. Inanition should be pre- 
vented by giving food, especially carbohydrates, up 
to within a few hours of operation. Lack of carbohy- 
drates causes incomplete oxidation of fats with a 
resulting ketosis which is an exciting factor of post - 
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anesthetic vomiting. Mackenzie believes that the 
repose and indifference resulting from a preliminary 
hypodermic injection of morphine outweigh any 
possible disadvantages the injection may have. 

Postanesthetic sickness is most frequent after 
some form of ether anesthesia. During ether anes- 
thesia the suprarenals are stimulated and liver gly- 
cogen is broken down in excess, with resulting hyper- 
glycemia which is followed in the postanesthetic 
period by exhaustion of the residual epinephrin and 
depletion of body glycogen, with potential hypo- 
glycemia and ketosis. The duration and depth of 
anwsthesia have an important bearing upon post- 
anesthetic sickness. Incipient anoxemia is a dan- 
gerous factor which should be prevented by supply- 
ing sufficient oxygen. De-etherization should be 
accomplished by hyperventilation with carbon 
dioxide. 

Surgical trauma should be reduced to the mini- 
mum by careful handling of tissues. The patient 
should be assured of a night’s rest before operation 
by the use of veronal or bromides. The administra- 
tion of 1 oz. of glucose, 20 gr. of aspirin, and 1 dr. of 
potassium bromide in 4 pt. of water by rectum on 
the patient’s return to bed is a valuable aid in the 
prevention of postanesthetic sickness. Small doses 
of pituitrin (0.25 c.cm.) at intervals of one hour also 
seem to be beneficial. E. S. Pratt, M.D. 


Huffman, L. D.: Solution of Acacia and Sodium 
Chloride in Hemorrhage and Shock: Effects 
of Intravenous Administration. J. Am. M. 
Ass., 1929, xciii, 1698. 

The intravenous administration of colloidal solu- 
tions in combating the effects of haemorrhage or 
shock was introduced by Hogan, who advocated the 
use of a gelatin solution. During the world war, 
Bayliss reported the non-toxicity of an acacia and 
sodium-chloride solution. Later, Keith demonstrated 
the beneficial effects of a solutionof acacia and 
sodium chloride combating hemorrhage and shock 
in animals. The Mayo Clinic, on the suggestion of 
Keith, has made a study of this solution and now 
advises its use in selected cases of surgical shock. 

The author reports observations on a series of 
more than 300 cases of the effects of the intravenous 
administration of acacia and sodium chloride. The 
great importance of care in the preparation of the 
solution is emphasized. The method used by Oster- 
berg is advised for routine clinical use. In over 200 
of the cases reviewed, an increase in the blood pres- 
sure occurred, which was progressive with the vol- 
ume of the solution administered. A rise of from 30 
to 40 per cent in from one to eight minutes has been 
noted. There was a greater corresponding increase 
in the systolic pressure than in the diastolic pressure. 
The blood pressure was well maintained following 
the injection. In general, the pulse rate decreased 
and there was improvement in the volume and the 
quality of the pulse. In postoperative surgical shock, 
the respiration became slower and deeper and the 
peripheral cyanosis decreased with the improvement 


in the circulation and the elevation of the blood pres- 
sure. Although less satisfactory than transfusion, 
there was found to be some decrease in the coagula- 
tion time after the injection. No injurious effects on 
the kidneys were noted, but in some cases the uri- 
nary output was increased. There were no apparent 
harmful chemical changes in the blood. Several 
hours after the injection the blood was slightly more 
viscid. No alteration was noted in the blood group- 
ing. It was found that the acacia and sodium chlo- 
ride remained in the blood for an average of six days. 
Autopsy findings in twenty cases failed to show any 
evidence of damage to the tissues which could reason- 
ably be ascribed to the infusion. 
CLARENCE V. BATEMAN, M.D. 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Klassen, P.: Chronic Traumatic (dema of the 
Dorsum of the Hand (Ueber das chronische 
tramatische Handrueckenoedem). Monatsschr. f. 
Unfallheilk., 1929, Xxxvi, 289. 

The author discusses the clinical picture which 
was first described in 1901 by Sécrétan on the basis 
of two observations as “oedeme dur et hyperplasie 
traumatique du metacarpe dorsal.”’ The cause is 
usually blunt force, which is often slight. Less fre- 
quently it is sharp injury without infection. The 
swelling is usually very painful. It appears at once 
or after an interval of several days. The oedema 
usually ceases abruptly at the wrist, only occasion- 
ally extending slightly onto the forearm. The swell- 
ing over the bones of the hand is often movable. A 
similar condition has been observed on the dorsum 
of the foot. Occasionally the roentgenogram shows 
bony atrophy. The picture is generally character- 
istic. In the differential diagnosis, phlegmon of the 
hand, tuberculosis of the carpus and metacarpus, 
blue cedema (Charcot), trophoneurotic oedema, and 
artificial oedema must be ruled out. 

The author reports seven cases. 

The nature of the condition is unknown. Treat- 
ment has no effect. The course is prolonged. Hos- 
pital care for five or six months is of no benefit. 

E. Grass (Z). 


ANZSTHESIA 


Peterson, R.: Report of an Explosion of Ethylene 
Gas Resulting in the Death of a Maternity 
Patient and Her Child. Am. J. Obst. & Gynec., 
1929, Xviii, 659. 


The accident reported by the author occurred in 
the case of an unmarried, mentally deficient primi- 
gravida sixteen years of age. In the second stage of 
labor, because of the strength and frequency of the 
pains and marked bulging, ether in slight amounts 
was given until the arrival of a regular hospital 
anesthetist to take charge of the ethylene-oxygen 
anesthesia which for some months had been em- 
ployed in obstetrical cases. 
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SURGICAL TECHNIQUE 


The mixture used in a McKesson apparatus was 
25 per cent ether and 75 per cent oxygen. It has 
been the practice to ask the patient to breathe deeply 
three times at the beginning of a pain. The mask is 
then removed from the face and the patient urged to 
bear down. In the latter part of the second stage, 
when the head is extended over the perineum, it is 
customary to increase the amount of ethylene and 
decrease the proportion of oxygen until practically 
complete anesthesia is produced. The explosion 
occurred after the fourth or fifth administration of 
the mixture before the proportions of the ethylene 
and oxygen had been changed. 

The explosion occurred at approximately 10:10 
p.m. It was violent and loud enough to be heard 
throughout the four-story maternity building. The 
anesthetist was partly blown from her chair, but 
escaped serious injury. The gas machine was seen to 
be on fire, but the flames were promptly extinguished 
by means of a blanket. 

Immediately after the explosion the patient cried 
out and attempted to rise to a sitting posture on the 
delivery table. After resuming the recumbent posi- 
tion she went into opisthotonus, began coughing up 
large quantities of foamy blood, and became un- 
conscious. Almost immediately after the accident 
her neck and face became greatly swollen and dis- 
torted by marked emphysema. The heart beat was 
at first fairly strong, but gradually became weaker 
until death occurred at 11:00 p.m. 

Warthin’s autopsy findings were as follows: 
traumatic death, ethylene explosion during anes- 
thesia for childbirth; multiple lacerations of lower 
trachea, great bronchi, and parenchyma of lungs; 
massive hemorrhages throughout the lungs; intersti- 
tial emphysema of the upper half of the body; fatty 
degenerative infiltration of the liver; subepicardial 
fatty infiltration with moderate right-sided cardiac 
dilatation; lipoidosis of the adrenals; cedema of the 
meninges and brain. 

At an investigation of the cause of the explosion 
the following facts were recorded: 

1. The rubber pneumatic face cushion was miss- 
ing, but there were the remains of the celluloid hood 
under the collar which normally holds it attached to 
the metal parts of the face inhaler. 

2. The breathing tube, 4 ft. long with a coil of 
wire running through from one end to the other, 
showed three definitely punched out places where 
the rubber had previously been in continuity. 

3. On top of the head of the mixing valve, the 
circular glass window, which measured about 1% in. 
in diameter, had been blown out. The fine glass from 
this window was thrown to the ceiling by the force of 
the explosion. 

4. The bottom of the rebreathing chamber was 
blown out, together with the rubber glove fastened 
to this part of the chamber and used for rebreathing 
purposes. 

5. A streak within the lumen of the breathing 
tube about 4 in. wide appeared to extend from one 
end to the other. 
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The author concludes that it seems best for the 
present at least to return to the use of nitrous oxide- 
oxygen and ether given by the drop method. 

He states that a return to simpler methods of 
anesthesia will enable the student to be instructed 
better in general anesthesia and make it possible for 
the surgeon to control anesthesia or at least to keep 
in close touch with the anesthetist during the ad- 
ministration of the anesthetic. 

The open mask administration of ether is best for 
—— and anesthesia in the second stage of 

abor. 

In obstetrics, complicated methods of anesthesia 
should not be taught to undergraduates or interns. 
The simple methods will be more useful for deliveries 
in private homes where about 60 per cent of deliveries 
still occur. E. L. Cornett, M.D. 


Sise, L. F.: Spinal Anesthesia for Abdominal 
Operations. N. York State J. M., 1929, xxix, 1182 


In the past, spinal anesthesia was associated with 
considerable danger, but recent improvements have 
greatly increased its safety. Its advantages are 
extreme relaxation, contraction of the intestines, 
and quiet respiration, all of which facilitate abdom- 
inal exposure and manipulation. Its disadvantages 
are vascular depression, the impossibility of extend- 
ing or shortening the narcosis, and nausea. Head- 
ache, paralysis, and trophic disturbances are usually 
only temporary. The mortality varies, but the 
author believes it is about 1 death in 3,000 cases. 

Sise induces spinal anesthesia with a solution 
called “‘spinocain,” which is lighter than the spinal 
fluid. He combats vascular depression by selecting 
the patient carefully, administering fluids and 
glucose, and using epinephrin just before the in- 
duction of the anesthesia. If the depression ad- 
vances and the blood pressure drops to two-thirds 
the normal, the patient is placed in the Trendelen- 
burg position and epinephrin is given. 

The author has used spinal anesthesia in 700 
cases with 1 death. He believes that when it is 
induced by an experienced anesthetist it is the 
anesthesia of choice for abdominal operations. 

GeorcE R. McAuttrr, M.D. 


Christ, A.: Percain, a New Local Anesthetic De- 
rived from Chinolin (Ueber ein neuartiges Lokal- 
anestheticum aus der Chinolinreihe, Percain). Nar- 
kose u. Anaesth., 1929, ii, 161. 


Percain, a complex derivative of chinolin, has 
been used in the induction of anasthesia in more 
than 500 cases. It has a marked effect, causing 
anesthesia of the conjunctiva of rabbits in dilutions 
of 1:120,000. The anesthesia lasts longer than that 
produced by any other known local anesthetic. All 
forms of anesthesia may be obtained with it. A 
dilution of 1:2,000 has the same effect as novocain 
of the usual strength. The average duration of the 
anesthesia is ten hours. 

The vasodilating effect may be counteracted by 
adding 10 drops of adrenalin to 50 c.cm. of the solu- 
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tion to be used. Percain has hardly any untoward 
effects. Healing of the wound is not disturbed by it. 
Spinal anesthesia is induced with 4 c.cm. of a 1:1,000 
solution. Percain is especially valuable for surface 
anwsthesia. It is as potent as cocaine and much less 
toxic. It may be employed in cases of painful ulcera- 
tion. In tenesmus due to inflammation of the blad- 
der its effect is especially marked. In painful carci- 
noma it has a good effect when used as a paste. Its 
antiseptic properties may be of value in the healing 
of wounds. A. BRUNNER (Z). 


Zerfas, L. G., and McCallum, J.T. C.: The Clinical 
Use of Sodium Iso-Amyl-Ethy] Barbiturate. 
Anes. & Anal., 1929, viii, 349. 

Sodium iso-amyl-ethyl barbiturate injected intra- 
venously in a 1o per cent solution is capable of con- 
trolling essentially any type of convulsion and of 
alleviating pain in certain conditions not responding 
to routine therapeutic procedures. It has been used 
also in combination with other general or local an- 
wsthetics for the induction of anesthesia. The 
amount given usually ranged between o.5 and 1.0 
gm. (from 71% to 15 gr.) and did not exceed 1.5 gm. 
(22! gr.) at any one injection. 


When used in amounts of 1.0 gm. (15 gr.) in com- 
bination with nitrous oxide and oxygen, it has usual- 
ly reduced the amount of nitrous oxide required 
from to to 50 per cent. 

It eliminated most of the undesirable effects ex- 
perienced in anasthesia induced with ether, and 
prevented the postoperative occurrence of nausea, 
retching, and vomiting. 

It is a safeguard to the life of the patient when 
given prior to the use of procaine and cocaine. 

The preparation of patients for operation with 
sodium iso-amyl-ethyl barbiturate bears out Lundy’s 
theory concerning balanced anaesthesia. The brunt 
of the anesthesia is not carried by any single agent 
but is placed partly on the preliminary medication 
and partly on the local anesthetic. 

The authors believe that sodium iso-amyl-ethyl 
barbiturate will prove to be useful when employed 
in the amounts recommended and when used for a 
definite reason. Its administration in combination 
with other general or local anasthetics should be 
done only by persons who are thoroughly familiar 
with the methods and principles of anaesthesia. It 
is a valuable therapeutic agent and adjunct to 
anwsthesia. JouN J. Matonry, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


RADIUM 


Martin, H. E.: Factors in Dosage Determination in 
Interstitial Radiation. Radiology, 1920, xiii, 338. 


The factor determining the dosage in interstitial 
radiation is the “tissue dose” or the quantity of 
radiant energy reaching all parts of the tumor. It 
is therefore considered that the tissue dose of any 
mass is measured by the smallest quantity of energy 
which any portion receives. The goal which should 
be striven for in accurate dosage is the smallest tissue 
dose sufficient to cause the death of all neoplastic 
cells within the tumor. In order to deliver that 
intensity to all parts of the tumor it is essential to 
know the minimum lethal dose. Unfortunately, 
however, no means of predetermining the minimal 
lethal dose of a neoplasm is yet known. ‘The only 
biological unit of radiation at the present time is the 
skin erythema dose which is subject to so many 
interpretations that it can never be sufficiently 
definite. 

It is admitted that accurate dosage is not possible 
in practice. At the present, the best results are ob- 
tained by interstitial overdosage. Overdosage in ra- 
diation is fairly comparable to the sacrifice of 
widespread normal tissue in surgical procedures. 
Dosage determination in interstitial radiation is 
largely empirical and will probably always remain 
so because of the numerous factors which are in- 
volved. These factors are: 

1. The size of the lesion. Lesions less than 2 cm. 
in diameter present practically no problem as sev- 
eral times the lethal dosage may be used without 
disadvantage even in radioresistant lesions. In the 
treatment of larger tumors the problem becomes 
more difficult. A mass 4 cm. in diameter would 
require 40 mc., and a mass 8 cm. in diameter, 176 
mc. The latter dosage is out of the question, being 
far beyond the limit of safety. The dosages indicated 
by diameters of the lesion are given by the author in 
a table. Interstitial radiation is not suitable for 
tumors of any very great size. 

2. The shape and contour of the lesion. Since 
the radiations from an implant are emitted practi- 
cally from a point source, the zone of any given 
intensity is spherical. ‘The action of a group of 
neighboring implants is the sum of the adjacent or 
coalescing spheres around each implant. It is an 
error to consider that a number of irregularly spaced 
implants are mutually benefited in their individual 
zones of action. Consequently it is of advantage 
to consider all masses to be treated by interstitial 
radiation either as spheres or a combination of 
spheres. A slightly irregular mass is considered a 
sphere with a diameter equal to the longest axis of 
the mass in question. A flat and more irregular mass 


is considered a combination of adjacent or over- 
lapping spheres. 

3. The radiosensitivity of neoplasms. The quality 
which is responsible for radiosensitivity in a neoplasm 
is unknown. However, as radiosensitivity seems to 
depend upon the differentiation of the tumor from 
the embryonic form, Broder’s classification serves 
as an index. Frequently clinical identification is 
sufficient for accurate outlining of the treatment. 
Many lesions are amenable to biopsy, but opinions 
differ regarding the justification of this procedure. 

4. Tolerance of the adjacent normal tissue and the 
effect on the whole organism of a lessened function 
of this tissue. It is unsafe to go beyond certain limits 
in certain localities. For example, it is unsafe to 
irradiate the tongue or the floor of the mouth with 
more than 40 mc. On the other hand, the breast and 
limbs tolerate larger doses well. ‘The oesophagus 
does not tolerate small doses well. 

5. The tolerance of the organism asa whole. Doses 
of roo me. of interstitial radiation noticeably affect 
the general health. There may be a fall in the red 
blood count and hemoglobin due largely to the 
direct effect of the radiation upon the blood cells 
and partly to toxemia. If massive doses of inter- 
stitial radiation are given to exposed ulcerated 
lesions, convalescence can be made shorter and more 
comfortable by excising or cauterizing the con- 
demned mass after a five- to ten-day period of in- 
terstitial radiation. At the end of ten days, 84 per 
cent of the radon has been destroyed. By this 
removal of condemned tissue, larger doses may be 
made tolerable. 

6. Variation in the physical characteristics of the 
implants. The elimination of beta rays by the use of 
filtered implants has greatly improved interstitial 
therapy. Implants having a filter of 0.3 mm. of 
gold eliminate 97 per cent of the beta rays. Greater 
dosage of the penetrating gamma radiation is per- . 
mitted by the use of filtered implants. As it is 
impossible ‘to place implants exactly in their theo- 
retically correct position, it is necessary to overdose 
in order that the lethal dose may be delivered to all 
parts of the tumor. In general, it is well to place 
implants within the outer third of the radius of the 
sphere of tissue they are intended to radiate. When 
so placed, they will radiate the sphere as efficiently 
as if placed in its center. 

7. Previous radiation or intended external radia- 
tion. Each succeeding failure to radiate a neoplasm 
completely renders the next attempt more difficult 
because of lessened tolerance and a lessened power 
of regeneration on the part of the local normal tissue. 
External radiation can practically always be com- 
bined with interstitial radiation to good advantage. 

A, James Larkin, M.D. 
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MISCELLANEOUS 


Weinbren, M.: Ultraviolet Radiation in the Treat- 
ment of Skin Ulcers. Brit. J. Radiol., 1929, ii, 477. 


Weinbren records the conclusions he has drawn 
from his experience with ultraviolet radiation of 
skin ulcers, gives a brief description of the treat- 
ment, and reports the results in seventeen cases of 
various types. 

While some of the earliest work with artificial 
ultraviolet radiation was carried out on lupus, the 
subsequent employment of ultraviolet light in 
general treatment soon overshadowed its use in 
the cure of local lesions. 

In spite of the recent report of the Medical Re- 
search Council that there is no evidence that the 
ultraviolet ray is of any value in the treatment of 
skin ulcers, Weinbren asserts that he has found it 
of great value in healing ulcers of widely differing 
types after direct medical and surgical measures 
have failed. 

He classifies the various skin ulcers as follows: 

1. Those due to organisms: (a) pyogenic, (b) 
granulomatous. 

2. Those not primarily due to organisms: (a) 
traumatic, (b) due to lesions of the circulatory 
system, and (c) neurotrophic. 

However much the etiology may differ, sepsis is 
always present and must be cleared up; the epithelial 


surface is missing and must be regenerated; and the 
circulation is usually defective and must be stimu- 
lated to improve the nutrition of the area. 

In sepsis, Weinbren finds the water-cooled lamp 
almost instantaneous in its effect upon the surface 
of the infection. Cultures taken at intervals from 
radiated ulcers show that the bactericidal action on 
the surface of the lesion gradually extends deeper. 

Stimulation of the blood supply by radiation is 
proved by the improvement in the color of the area. 

The following technique has been adopted by 
Weinbren: 

1. Radiant heat is applied to increase the flow of 
lymph to the ulcerated area. 

2. The lesion is exposed to the water-cooled lamp, 
the doses being regulated according to the sepsis of 
the ulcer, a matter to be decided only by an ex- 
perienced physician and not by a general operator 
of the lamp. 

3. The lesion is subjected to mild exposure to the 
air-cooled lamp to produce an erythema in the sur- 
rounding skin. 

Successful as is his method for the treatment of 
chronic ulcers of the skin and even of certain ulcers 
of the mucous membrane, Weinbren does not sug- 
gest that ultraviolet radiation should be the first line 
of treatment for such lesions. He states that in 
cases of non-tuberculous ulcers, medical or surgical 
measures should be tried first. Gertrupe Brarp, 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Brandes, W. W.: The Effect of Mechanical Con- 
striction of the Hepatic Veins, with Special 
Reference to the Coagulation of Blood. Arch. 
Int. Med., 1929, xliv, 676. 

Brandes describes a method of mechanically con- 
stricting the hepatic veins in the dog. This pro- 
cedure permits a study of the changes occurring in 
the blood following removal of the liver from, and 
its return to, the circulation. 

Such constriction is followed by a precipitate fall 
in the blood pressure of from 40 to 60 mm. Hg, the 
level then being maintained reasonably constant for 
twenty minutes or longer. 

It causes also a decrease in the concentration of 
the blood, which is followed by a gradual increase 
until, at the end of fifteen minutes, approximately 
the normal concentration is again reached. 

The blood sugar also rapidly decreases during the 
constriction for fifteen minutes, and rises rapidly 
after release of the constriction. 

A definite decrease in the coagulation time of the 
blood of from 25 to 50 per cent is observed during 
the constriction and is followed by an increase on re- 
lease of the constriction. 

There is a definite decrease of fibrinogen during 
the constriction and a definite increase of 25 per cent 
or more on release of the constriction. 

The platelets are slightly decreased during the 
constriction and show a slight increase on its release. 

Changes in the blood calcium can be accounted 
for by dilution. 

The experimental results indicate that the chief 
factors concerned in the changes in the coagulation 
time during and after constriction of the hepatic 
veins are: (1) alterations in the antithrombin con- 
tent, (2) an increase in the hydrogen-ion concentra- 
tion, and (3) numerical changes in the platelets. 

Howarp A. McKnicut, M.D. 


Schumm, H.: The Disease Picture of Juvenile 
Gangrene (Das Krankheitsbild der juvenilen Gan- 
graen). Beitr. z. klin. Chir., 1929, cxlvi, 551. 


The author presents a review of our present-day 
knowledge of juvenile gangrene on the basis of the 
literature and clinical and pathological studies of 
eight of his own cases of the condition. 

Juvenile gangrene is believed to be becoming more 
frequent. Schumm discusses its differential diag- 
nosis from arteriosclerosis, diabetic gangrene, and 
syphilis. It differs from senile gangrene, which is 
usually of sudden onset, by its prolonged course. 

Clinically there occurs, after a usually not char- 
acteristic preliminary stage of neuralgic-rheumatic 


symptoms, the syndrome of intermittent claudica- 
tion. The attacks of pain are very severe. Even 
when gangrene has begun, temporary improvement 
may occur in the blood supply, but is of short 
duration. In contrast to senile gangrene, juvenile 
gangrene does not most frequently attack the large 
toe and the ball of the foot. 

Pathologically there is no vascular syphilis, no 
calcification, of the media, and no scleratheroma- 
tosis. The underlying process is related to the so- 
called endarteritis obliterans. As this classification 
refers only to the coarsest and most striking changes, 
the author speaks of a ‘‘panangiitis thrombotica,”’ 
as the media, adventitia, and the veins are also 
involved. The pathological process is considered a 
true inflammation. 

The etiology is uncertain. Among the factors 
which play a part in the development of the condi- 
tion are congenital hypoplasia of the vascular walls, 
racial peculiarities (the condition is strikingly 
frequent in Polish Jews), thermic influences, and 
the use of tobacco. ‘The disease is seen almost ex- 
clusively in males. The exciting cause is unknown. 

The author does not recommend sympathectomy 
as he has never been able to prevent gangrene by 
this operation. There remains therefore nothing but 
amputation. In the majority of cases amputation 
of the leg is sufficient. ‘The amputation should be 
done aperiosteally. HELLNER(Z). 


Schiavone, G. A.: Tetany with Continuous Gen- 
eralized Contracture and Trismus in a Child 
(Tetania con contracturas permanentes y generaliza- 
das y con trismus en un nifio). Semana méd., 1920, 
XXXVi, 333. 


The patient whose case is reported was a boy 
eleven years of age who had recovered from pro- 
tracted bilateral suppurative otitis media two years 
previously and had had congestion of the lungs a 
year previously. On December 19, 1928, without any 
apparent cause he began to have difficulty in swal- 
lowing. On December 21 he began to show rigidity 
of the legs and to experience marked difficulty in 
walking. There was no fever. On December 26 he 
was seen by a physician who gave him potassium 
bromide. 

When he was examined by the author on Decem- 
ber 27, he presented the tetanic facies or risus sar- 
donicus and marked bilateral trismus. The masseter 
muscles were hard, contracted, and very prominent. 
There was no facial paralysis, fever, disturbance of 
deglutition, or vomiting. ‘he eyes were normal, and 
the patient experienced no pain when pressure was 
made on the eyeballs. ‘There were no signs of otitis 
or mastoiditis. His head was slightly inclined to the 
right, but there was no torticollis. His arms could 
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be flexed and extended normally, and showed no 
muscle contractures. Extension of the legs was ren- 
dered difficult by marked contracture of the poste- 
rior muscles of the calves and thighs and less marked 
contracture of the anterior muscles. There was no 
opisthotonos. The joints were normal. No external 
wound was found. Walking was difficult and some- 
what spastic. ‘The Wassermann test was negative. 

The author prescribed enemas of chloral hydrate 
and the administration of calcium lactate and bro- 
mide with adrenalin by mouth. Up to the eighth 
day the condition continued about the same, but at 
the end of that time the contractures of the legs 
began to decrease and finally they ceased entirely. 
‘The trismus improved more slowly. The patient was 
discharged well on the twentieth day. He had then 
gained 3% kilos. ‘Trousseau’s sign was negative, and 
there was only a slight trace of Chvostek’s sign. 

In the author’s opinion, this was a case of gen- 
eralized contracture and trismus of the type called 
by Escherich ‘“‘pseudotetanus.’’ It was impossible 
to make electrical examinations or to determine the 
calcium in the blood quantitatively. Schiavone be- 
lieves the condition was not tetanus because there 
was no fever, the outcome was good, and there was 
no external wound and no dysphagia. As a matter 
of precaution he gave two injections of antitetanus 
serum of 20,000 units each, but he believes the child 
would not have recovered if the condition had been 
tetanus. Auprey G. Morcan, M.D. 


Drury, D. R., and McMaster, P. D.: The Liver as 
the Source of Fibrinogen. J. Exper. M., 1924, |, 
509. 

The authors conclude that the liver is absolutely 
essential to the maintenance of the normal quantity 
of fibrinogen in the blood since in normal rabbits in 
which regeneration of fibrinogen was stimulated by 
defibrination of the blood an enormous over-pro- 
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duction of fibrinogen occurred whereas in rabbits 
subjected to hepatectomy there was a speedy and 
continuous decrease in the quantity remaining. 

W. N. Rowtey, M.D. 


M’Gowan, J. P.: Some Points in Regard to the 
Genesis of Mesoblastic Tumors. Edinburgh M. 
J., 1929, XXXvi, 045. 

In the experiments reported a suspension of coal 
tar in oil was injected into the peritoneal cavity of 
chickens. The injection was followed first by the 
formation of granulation tissue or a granuloma, 
which in turn was followed by scar tissue formation 
and, in some instances, definite fibromata. The au- 
thor points out that fibroid tumors appear to be of 
the nature of perverted repair processes. 

These “artificial tumors” are compared with other 
similar tumors. M’Gowan believes that such meso- 
blastic tumors are tumors within the reticulo- 
endothelial system, and that metastases in such 
cases are not true metastases. 

W. M.D. 


Lumsden, T.: Tumor Immunity. Treatment by 
Autovaccination of Implanted Mouse Carci- 
noma. Lancet, 1929, ccxvii, 814. 


In thirty of fifty-five mice with mammary can- 
cer produced by inoculation the tumor regressed fol- 
lowing autovaccination. The autovaccination was 
brought about by injecting 1 per cent formalin in 
saline solution into the growth and the tissue around 
it. The injection was done with a very fine hypo- 
dermic needle and very slowly, the attempt being 
made to distend the tumor without bursting its 
capsule. The quantity of the solution injected 
varied from 0.1 to 0.25 c.cm. ‘The mice cured by the 
autovaccination showed a high degree of immunity 
against subsequent implantations of the tumor. 

EARLE I. Greene, M.D. 
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